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Preface 


This surveillance report presents information on drug-related deaths, both of addicts and non-addicts, 
that occurred during 2012 and for which Coronial inquests and similar formal investigations have been 
completed and information submitted. Its main purpose is to provide an analytical summary of data 
received, and through consistent surveillance to detect and identify emerging patterns and issues in 
respect of drug-related deaths. In this way, it contributes to the reduction and prevention of drug- 
related deaths in the UK due to the misuse of both licit and illicit drugs. 


The Programme could not achieve its goals and objectives without the invaluable voluntary 
collaboration and co-operation of Coroners and their staff across England, Wales, Northern Ireland, 
Guernsey, Jersey, and the Isle of Man. Scottish drug-related deaths data are provided by the Scottish 
Crime and Drug Enforcement Agency. Additional data is provided by the Northern Ireland Statistics 
and Research Agency on drug-related poisonings from the General Mortality Register. The 
contributions from all these sources are important as it enables the Programme to maintain a UK-wide 
reporting and surveillance system. We thank them all for their active participation and support. 


The findings show a decrease in the number of reported deaths in 2012 submitted to NPSAD by 
Coroners from England, Wales, Northern Ireland and the Islands when compared to the number 
reported in last year’s report. Death notifications recorded by the Scottish Police also decreased. Part 
of the fall in Coroners’ notifications may be attributed to a lower notification rate, and changes within 
the Coronial system. 


As in previous years, the statistics in this report are intended to inform authorities at the local, regional 
and national levels, as well as health and other professionals about the serious consequences of drug 
abuse, especially polydrug use. 


The report also provides a number of indications of changes in patterns of drug-related deaths over 
time, and highlights emerging issues so that appropriate action can be considered. 


Professor Fabrizio Schifano 

Advisor to the National Programme on Substance Abuse Deaths 
International Centre for Drug Policy 

St George’s, University of London 
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Key findings for the UK and Islands 


A total of 1,613 notifications of drug-related deaths occurring in 2012 in the UK and Islands were 
submitted to the Programme prior to the publication of this Annual Report, whilst over 100 more 
deaths in the UK for 2012 have been reported since analysis began. The data presented here were 
provided by 87 of the 111 Coroners’ jurisdictions in England & Wales; an overall response rate of 
78.4%, giving very high coverage for an entirely voluntary reporting system, and for this we thank the 
Coroners for their support. 


The highest rates of drug-related deaths per 100,000 population aged 16 and over in 2012 were in the 
following DAAT areas: Liverpool (12.57); Blackburn with Darwen (11.45); Hammersmith and Fulham 
(11.34); Sunderland (10.55); and Manchester (8.79). 


The principal demographic characteristics of the decedents have remained consistent with previous 
reports, with the majority of cases male (72.2%); under the age of 45 years (67.5%); and where 
ethnicity was known, White (97.3%). 


Accidental poisoning remained the primary underlying cause of death in cases reported to NPSAD, 
accounting for 67.9% of deaths, followed by poisoning of undetermined intent (11.2%) and intentional 
self-poisoning (11.0%). Across all age groups, accidental poisoning remained the most frequent 
underlying cause of death, whilst a greater proportion of older females died of intentional self- 
poisoning than males. This pattern has remained consistent across the years. 


Heroin/morphine remained the principal substance implicated in death in the UK and Islands for 2012; 
however the proportion of deaths in which the drug was implicated rose from its lowest level in 2011 
to 36.4% in 2012. This increase of 4.5% from last year contrasts with the steady decline that was 
seen between 2009 (52.5%) and 2011 (31.9%) for deaths involving this drug. Another change in the 
drug-related death trends witnessed in recent years was seen in the proportion of cases involving 
methadone: deaths in 2012 involving this substance fell to 27.6%, which is in contrast to the steady 
rise seen from 2008 to 2011 (from 22.4% to 30.8%). Deaths involving hypnotics/sedatives, such as 
benzodiazepines, continued the consistent rise seen in previous years from 21.8% in 2008 to 30.38% 
in 2012. 


The slight increase in deaths noted in last year’s report in which stimulants such as cocaine and 
ecstasy were implicated has continued into 2012 (accounting for 1.7% and 1.2% respectively, up from 
1.2% and 0.7%), whilst deaths involving amphetamines stabilised. Of particular interest is that the 
number of deaths in which cocaine was implicated was higher in Liverpool than the whole of either the 
Midlands and East of England, London, or the South of England. Taking into account the population 
size of these regions compared to Liverpool highlights the importance of this figure. 


As in 2011, 2012 saw a substantial number of deaths reported involving Novel Psychoactive 
Substances (NPS), again dominated by methcathinones such as mephedrone. Deaths involving other 
drugs of interest such as pregabalin and venlafaxine are discussed along with selected NPS in 
Chapter 8: Commentary and Emerging Themes. 


Regional key findings 


England — NPSAD definition 


A total of 1,147 deaths were reported to the Programme for 2012 (1,424 in 2011). Whilst the 
demographics and substances implicated in death remained relatively stable, there was a marked 
increase in the proportion of deaths involving heroin/morphine and a modest decrease in the 
proportion involving methadone. This is a reversal in the pattern seen in recent years. As seen in 
2011, the most common prescribed medications implicated in death were anti-depressants and 
hypnotics/sedatives. 


England — Drug Strategy definition (“drug misuse”) 


A total of 865 deaths were reported for 2012 (1,026 in 2011). After the substantial reduction in the 
proportion of deaths attributed to heroin/morphine in 2011 compared to 2010 noted in last year’s 
report (45.8% to 37.9%), the proportion in 2012 rose to pre-2011 levels of 42.8%. Heroin/morphine 
therefore remained the most frequently implicated substance in those deaths qualifying as “drug 
misuse” cases. Whilst deaths attributed to accidental poisoning remained at 2011 levels, a 3.5% 
decrease was seen in deaths attributed to intentional self-poisoning. 


Wales — NPSAD definition 


A total of 58 deaths were reported to NPSAD for 2012 (81 in 2011). Similar to what was seen in 
England, there was a substantial rise of 5.5% in the percentage of deaths attributed to 
heroin/morphine in Wales for 2012. However, in contrast to England, there was a 3.5% rise in the 
proportion of deaths in which methadone was implicated. Since 2009 the percentage of Welsh deaths 
involving methadone has increased by 19.7%. Meanwhile, the proportion of deaths involving other 
opiates/opioid analgesics more than halved, from 30.4% in 2011 to 15.1% in 2012. 


Northern Ireland — NPSAD definition 


The number of NPSAD deaths reported in 2012 was 78 (82 in 2011). As found in recent years, whilst 
heroin/morphine- and methadone-related deaths were much less prominent, other opiates/opioid 
analgesics played a much greater role in Northern Ireland (NI) than in the rest of the UK (60.8% in NI 
compared with 26.8% for the UK as a whole). 


Scotland — NPSAD definition 


The number of deaths reported to police in Scotland fell in 2012 to 326 (from 339 in 2010). Consistent 
with previous years, opiates such as methadone play a larger role in Scottish deaths reported to the 
Programme than in other regions; this may be due in part to the different definition used by the police 
in Scotland when recording the deaths. Deaths involving hypnotics/sedatives and anti-depressants 
also increased between 2011 and 2012. 


The Islands — NPSAD definition 


The Programme was notified of two deaths on the Isle of Man and two on Jersey during 2012. No 
NPSAD deaths were reported for Guernsey. 


Introduction 


This fourteenth annual report continues the series of reports published by the National Programme on 
Substance Abuse Deaths (NPSAD). It covers deaths occurring between January and December 2012 
reported to the Programme, as well as presenting information on emerging patterns and issues that 
need monitoring. The data reported are also used to inform key public agencies, both in the UK and 
Europe, on particular drugs and their role in deaths. 


There is a chapter for each constituent part of the UK (England, Wales, Scotland, Northern Ireland 
and Guernsey, Jersey and Isle of Man) with a graphical summary on each chapter’s cover page of the 
key findings for each country. Chapter 1 provides a substantive description of the situation regarding 
drug-related deaths in England during 2012 meeting the NPSAD case definition, including data tables 
for a detailed breakdown of areas within England. Chapter 2 looks at deaths in England meeting the 
definition used for the Drug Strategy. Chapters 3 to 6 cover the other parts of the UK and Islands, with 
Chapter 7 presenting findings for the UK as a whole. A commentary on emerging issues is given in 
Chapter 8, whilst Chapter 9 highlights other issues involving the cases reported. Further details about 
the Programme are given in the appendices. 


Definitions used in this report 


An NPSAD case is defined as a death where any of the following criteria are met at a completed 
inquest, fatal accident inquiry or similar investigation: 


e One or more psychoactive substance directly implicated in death; 
e History of dependence or abuse of psychoactive drugs; 
e Presence of Controlled Drugs at post mortem; or 
e Cases with deaths directly due to drugs but with no inquest. 
A “Drug misuse” case is defined as a death where: 
e The underlying cause of death is drug abuse or drug dependence; or 


e The underlying cause is drug poisoning and where any of the substances controlled under 
the Misuse of Drugs Act 1971 are involved. 


The cases reported to the Programme by the SCDEA are those which meet the definition used by the 
Association of Chief Police Officers (Scotland) — “where there is prima facie evidence of a fatal 
overdose of controlled drugs”. Full definitions for drug-related deaths can be found in the appendices. 


Other activities 


The Programme provides information to public consultations; parliamentary questions; and Ministerial 
briefings. For many years information has been provided to the Advisory Council on the Misuse of 
Drugs (ACMD) and the UK Drugs Early Warning System (DEWS) on substances being found in post 
mortem toxicology as well as epidemiological data relating to drug-related mortality. The analysis 
performed on the data is used along with other evidence, to inform the advice and recommendations 
given by the ACMD to Government Ministers about harms arising from drug use. The data provided 
play a vital role in the formulation of policy relating to particular drugs. Since 2012 data have been 
provided at the ACMD’s request on: 


e The presence and/or role of ‘Z’ (zaleplon, zolpidem and zopiclone) drugs in UK deaths 


e UK deaths associated with ketamine analogues and derivatives including methoxetamine for 
the Ketamine and related matters Working Group 


e UK deaths involving tramadol 
e Novel Psychoactive Substances including benzofury and NBOMe 


Similarly, findings from the Programme’s Annual Report and research articles are used in national 
and international research. The European Monitoring Centre Drugs for and Drug Addiction has also 
used data provided by NPSAD on UK deaths where fentanyl and tramadol have been involved. 


Chapter 1: Drug-related deaths in England using the NPSAD 
definition 
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This chapter examines drug-related deaths which occurred in England in 2012, reported 
voluntarily by Coroners. Responses were voluntarily submitted from a total of 78 out of 99 
Coroners’ jurisdictions in England, giving a total coverage rate of 78.8%. This figure represents a 
remarkably high compliance rate for an entirely voluntary process, and we thank the Coroners of 
England for their continuing support. 


The first section in this chapter examines the overall demographics of drug-related deaths 
reported to NPSAD; examines cases that capture a range of psychoactive drugs; and covers the 
history of drug use irrespective of the cause of death. Included within this section is a 
comparison of those with a history of drug use against those without. This section highlights any 
changes between 2011 and 2012 including figures for the Drug and Alcohol Action Team areas 
and a breakdown for the English regions. 


Profile of NPSAD cases 
1.1 Demography 


In 2012, there were 1,147 NPSAD drug-related deaths reported to the Programme. Male cases 
accounted for 71.4%, whilst 28.6% were female (Table 1.1 and Figure 1.1). Around forty-five per 
cent (45.2%) of cases were unemployed, and over sixty per cent (64.3%) of deaths occurred 
among those less than 45 years old. Those living alone accounted for 43.6% of cases; 39.6% 
lived with others; and 2.9% were of no fixed abode. Where ethnicity was known (n = 742), the 
vast majority were White (96.6%); with the remainder Black (1.6%); Indian (0.5%); and Pakistani 
and other ethnicities (1.2%). 


Table 1.1: Demographic variables for NPSAD drug-related deaths, England, 2012 


Variable Category Number (%) 


TOTAL 847 (100.0) 
Male 819 (71.4) 

Employment status 

Living arrangements 

Ethnicity 


1.2 Age 


Most NPSAD drug-related deaths in England during 2012 occurred amongst those aged 44 
years and under (64.3%) (Figure 1.1). The median age at death was 41 years (interquartile 
range = 16). This is consistent with the statements of Bird et a/ (2003) and Ghodse et al. (2009), 
that older male, White drug users are at most risk of drug-related deaths. 


Figure 1.1: NPSAD drug-related deaths by age group and gender, England, 2012 
300 


250 


200 


wn 
<= 
~ 
oO 
ou 
mo) 
—_ 
° 
-_ 
vo 
2 
£ 
Ss 
2 


| oo fo | sz | tos | | | 


Age group (years) 


m Female 


1.3 Location of death 


In 2012, 70.8% of cases died at the deceased’s home address or another private residential 
address; 15.5% died in hospital; 6.1% died in a public place (e.g. park or public facilities); with 
7.5% of cases dying at other or unspecified locations. 


1.4 Underlying cause(s) of death 


The categories of underlying cause(s) of death for coding within ICD-10 (Appendix 1) were as 
follows: 

e Accidental poisoning (X40-X47): 63.1% 

Intentional self-poisoning (X60-X67): 13.7% 

Poisonings of undetermined intent (Y10-Y17): 12.1% 

Other (e.g. natural causes, drowning, hanging): 10.3% 

Unascertained (R99): 0.8% 


Of the cases reported to NPSAD, a greater proportion of male deaths were attributed to 
accidental poisoning compared to female deaths (66.2% vs. 55.5%). In contrast, a 
proportionately larger number of female deaths were as a result of intentional self-poisoning 
(17.4% vs. 12.2%) and poisoning of undetermined intent (18.9% vs. 9.4%) 


Deaths amongst those aged 44 years and younger were attributed to accidental poisoning more 
often than older cases (68.9% vs. 52.9%). By contrast, the deaths of those aged 45 years or 
over were not only more commonly attributed to intentional self-poisoning than younger cases 
(21.7% vs. 9.2%), but also to poisoning of undetermined intent (15.1% vs. 10.4%). 


1.5 Manner of death 


The results for 2012 cases are as follows: 
e =>. Accidental: 63.9% 

Suicidal: 16.7% 

Undetermined: 14.5% 

Natural: 4.4% 

Homicidal: 0.6% 


A greater proportion of male deaths were deemed accidental compared to female deaths (67.0% 
vs. 56.1%). Conversely, there were proportionately more deaths attributed to suicide in females 
than in males (18.6% vs. 15.9%), and also deaths where the manner was undetermined (20.4% 
vs. 12.1%). 


The manner of death of those aged less than 45 years was deemed accidental more often than 
in older cases (71.0% vs. 51.2%). Those aged 45 years or over had proportionately more deaths 
than younger cases attributed to suicide (24.1% vs. 12.5%), and to a manner that was 
undetermined (17.3% vs. 12.9%). 


Psychoactive substances implicated in death 
1.6 Psychoactive substances 


Of the 1,147 NPSAD-related deaths in 2012, psychoactive drugs, including alcohol in 
combination, were directly implicated in 1,033 (90.1%). Of these, the principal substances 
implicated were heroin/morphine (35.2%); alcohol in combination with other substances (33.7%); 
other opiates/opioid analgesics (26.7%); anti-depressants (25.1%); hypnotics/sedatives (24.1%); 
methadone (22.7%); and cocaine (11.1%) shown in Table 1.6. 


Table 1.6: Psychoactive substances implicated in NPSAD deaths, England, 2012 


Number (%) of psychoactive Number (%) of 
drug cases where no other psychoactive drug cases 


Drug category substance was implicated | where drug was implicated 


TOTAL 1,033 (100.0) 
a ee 


Cannabis 


Ecstasy-type drugs 19 (1.8) 
GHB/GBL 6 (0.6) 


Hypnotics/sedatives 24 (2.3) 249 (24.1) 
Mephedrone 1 (0.1) 13 (1.3) 
40 (3.9) 234 (22.7) 


Other opiates/opioid 
analgesics 47 (4.5) 276 (26.7) 


Note: Column totals may sum to more than 100% since more than one substance may be implicated in death. Not all 
cases had psychoactive substances directly implicated in death: these are excluded from this table. 


1.7 Psychoactive substances most frequently implicated for each age group 


As shown in Table 1.8 below, for those aged 14 years and under, ecstasy-type drugs; 
heroin/morphine; and mephedrone were each implicated once (mephedrone and ecstasy-type 
drugs in one death; heroin/morphine alone in another); whilst for 15-24 year olds, alcohol in 
combination with other drugs was the most frequently implicated psychoactive substance in their 
deaths. Heroin/morphine was identified as the psychoactive substance most frequently implicated 
in the deaths of those aged between 25-44 years, representing 67.9% of all deaths implicated to 
the drug reported in England, in 2012. Alcohol in combination was also the most frequently 
implicated psychoactive substance in the deaths of those aged 45-54 years; with anti- 
depressants being the psychoactive substance implicated most often in the 55-64 years age 


group. Hypnotics/sedatives were once again the drugs most frequently implicated in the deaths of 
those aged 65 and over. 


1.8 Age group with highest frequency for each psychoactive substance implicated 


As Table 1.8 below shows, alcohol in combination; amphetamines; anti-depressants; anti- 
Parkinson’s; anti-psychotics; cannabis; cocaine; GHB/GBL; heroin/morphine; 
hypnotics/sedatives; methadone; and other opiates/opioid analgesics were most commonly 
implicated in the deaths of those aged between 35-44 years. Ecstasy-type drugs were again most 
commonly implicated in the deaths of the 15-24 age group. Mephedrone and anti-epileptics were 
implicated most often in the 25-34 age group. 


Table 1.8: Age group and psychoactive substance implicated in death, NPSAD cases, 
England, 2012 


Age group at death Total % of total 
number of deaths 
cases overall with 
148 where psychoactive 
uindet 15-24 25-34 35-44 45-54 55-64 65+ substance | substances 
implicated implicated 
Alcohol in 0 24 74 131 76 33 10 348 33.7% 
combination (0.0) (6.9) (21.3) | (37.6) (21.8) (9.5) (2.9) 
Amphetamines 0 2 9 15 12 3 0 41 4.0% 
s (0.0) | (4.9) | (22.0) | (36.6) | (29.3) | (7.3) | (0.0) 
3 Anti- 0 16 41 74 67 44 17 259 25.1% 
c depressants (0.0) (6.2) (15.8) (28.6) (25.9) (17.0) (6.6) 
3 Anti-epileptics 0 2 9 7 3 3 1 25 2.4% 
as (0.0) | (8.0) | (836.0) | (28.0) | (12.0) | (12.0) | (4.0) 
I) Anti- 0 0 0 2 0 0 0 2 0.2% 
ES Parkinson’s (0.0) | (0.0) (0.0) | (100) (0.0) (0.0) (0.0) 
‘9 2 Anti-psychotics 0 3 15 17 11 12 2 60 5.8% 
2 E (0.0) | (5.0) | (25.0) | (28.3) | (18.3) | (20.0) | (3.3) 
$3 Cannabis 0 7 4 9 3 0 1 24 2.3% 
2s (0.0) | (29.2) | (16.7) | (37.5) | (12.5) | (0.0) | (4.2) 
oa Cocaine 0 6 35 40 21 10 3 115 11.1% 
23 (0.0) | (5.2) | (30.4) | (34.8) | (18.3) | (8.7) | (2.6) 
si Ecstasy-type 1 19 7 8 3 0 0 38 3.7% 
2s (2.6) (50.0) (18.4) (21.1) (7.9) | (0.0) (0.0) 
92) GHB/GBL 0 1 4 6 0 0 0 11 1.1% 
a s (0.0) | (9.1) | (36.4) | (54.5) | (0.0) | (0.0) | (0.0) 
s = Heroin/ 1 19 93 154 57 29 11 364 35.2% 
£ s morphine (0.3) (5.2) | (25.5) (42.3) | (15.7) | (8.0) (3.0) 
S a Hypnotics/ 0 13 55 98 39 23 21 249 24.1% 
a = sedatives (0.0) | (5.2) | (22.1) | (39.4) | (15.7) | (9.2) | (8.4) 
& 2) Mephedrone 1 2 5 z 3 0 0 13 1.3% 
xo) (7.7) | (15.4) | (88.5) | (15.4) | (23.1) | (0.0) | (0.0) 
3s Methadone 0 13 63 97 38 20 3 234 22.7% 
rH (0.0) | (5.6) | (26.9) | (41.5) | (16.2) | (8.5) | (1.3) 
S 
7 Other 0 11 45 87 68 43 21 276 26.7% 
Opiates/opioid (0.0) | (4.0) (16.3) (31.5) (24.6) (15.6) | (7.6) 
analgesics 


Notes: Column totals may sum to more than 100% since more than one substance may be implicated in a death. Not all 
cases had drugs directly implicated in death; these are excluded from this table. 


1.9 Gender and implicated psychoactive substance 


The type of psychoactive substances implicated in fatalities is somewhat different between male 
and female cases. 


Among male cases in which psychoactive drugs were implicated (n = 730), the top five 
substances most frequently implicated alone or in combination, presented in numerical order 
were: 

Heroin/morphine (38.4%) 

Alcohol in combination (36.0%) 

Other opiates/opioid analgesics (25.5%) 

Methadone (24.5%) 

Hypnotics/sedatives (24.2%). 
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Amongst female cases in which psychoactive drugs were implicated (n = 303), the top five 
substances most frequently implicated alone or in combination were: 


Anti-depressants (39.9%) 

Other opiates/ opioid analgesics (29.7%) 
Alcohol in combination (28.1%) 
Heroin/morphine (27.7%) 
Hypnotics/sedatives (23.8%) 
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Comparing the type of psychoactive substances implicated in the deaths of males and females 
reveals that there is a higher proportion of male deaths compared to female deaths involving 
heroin/morphine; alcohol in combination; methadone; hypnotics/sedatives; cocaine; GHB/GBL; 
cannabis; amphetamines; anti-Parkinson’s drugs; mephedrone; and ecstasy-type drugs. 


Females, compared to males, show a greater proportion of deaths implicating anti-depressants; 
other opiates/opioid analgesics; anti-psychotics; and anti-epileptics. 


1.10 Polysubstances 


In 2012, 14.0% of the 1,033 psychoactive substance-related deaths reported to NPSAD involved 
heroin/morphine in combination with alcohol; whilst 8.5% involved heroin/morphine and 
hypnotics/sedatives combined; and 7.8% involved heroin/morphine in combination with 
methadone. Deaths involving hypnotics/sedatives with anti-depressants accounted for 7.1% of 
cases; 8.8% involved other opiates/opioid analgesics combined with alcohol; whilst 7.9% of 
deaths involved heroin/morphine and other opiates/ opioid analgesics combined. The 
combination of heroin/morphine and other opiates/opioid analgesics has fluctuated between 4% 
and 9% over the past ten years. Over the last decade alcohol in combination with two other 
stimulants constantly featured. Combinations of drugs, with or without alcohol, pose greater risks 
for mortality (Ghodse et a/., 2010). 


In 2012, several different substance types, when implicated in combination, often featured with 
alcohol. Alcohol was implicated in 54.2% of deaths involving cannabis; 40.6% involving 
hypnotics/sedatives; 39.8% involving heroin/morphine; 38.9% involving methadone; 38.5% 
involving mephedrone; 33.0% involving other opiates/opioid analgesics; 32.8% involving anti- 
depressants; and 31.3% of cases involving cocaine. 


1.11 Single substances 


In 2012, there were 326 (31.6%) psychoactive substance deaths in which only one of the 
following substances was implicated. Of these 326 deaths from single substances, 
heroin/morphine accounted for 26.9% of deaths; anti-depressants — 14.0%; other opiates/opioid 
analgesics — 14.4%; methadone — 12.3%; hypnotics/sedatives — 7.4%; cocaine — 7.4%; ecstasy- 
type drugs — 5.8%; amphetamines — 4.9%; anti-epileptics — 1.8%; GHB/GBL — 1.8%; anti- 
psychotics — 1.5%; cannabis — 0.6%; and mephedrone — 0.3%. 
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1.12 Prescribed psychoactive drugs 


In total, 655/1,147 cases (57.1%) were reported to be receiving prescribed psychoactive drugs 
at the time of their death in 2012 (Table 1.12); whilst 244 cases (21.3%) were confirmed as not 
being prescribed psychoactive medication; and 248 had unknown prescription status (21.6%). Of 
those who were prescribed psychoactive drugs (n = 655), prescribed drugs reported were: anti- 
depressants (58.0%); hypnotic/sedatives (39.8%); other opiates/opioid analgesics (31.0%); anti- 
psychotics (18.9%); methadone (17.9%); anti-epileptics (16.6%); heroin/morphine (6.3%); and 
anti-Parkinson’s (1.7%). ‘Polypharmacy’, i.e. multiple prescriptions of psychoactive drugs, 
occurred in 63.8% (418/655) of these cases. 


Age appeared to be related to whether the cases were on prescribed psychoactive medication or 
not when prescribing history was known at the time of death, with 40.6% of 15-24 year olds 
prescribed psychoactive medication; 25-34 (63.2%); 35-44 (76.4%); 45-54 (78.7%); 55-64 
(90.8%); and 65 and over (74.5%). 


Table 1.12: Prescribed psychoactive medication, NPSAD cases, England, 2012 

Number (%) of cases on Number (%) of these 
prescribed cases where same 

psychoactive medication prescribed drug was 
by drug implicated in death 


TOTAL 655 (100.0) 


380 (58.0) 177 (46.6) 
Anti-epileptics 109 (16.6) 16 (14.7) 
11 (1.7) 2 (18.2) 


Drug category 


124 (18.9) 


Other opiates/opioid 203 (31.0) 117 (57.6) 
analgesics 

Note: Column totals may sum to more than 100% since more than one substance may be prescribed to an individual 
and more than one substance may be implicated in a death. 


The following paragraphs further examine NPSAD deaths and the involvement of prescribed 
medication. 


Methadone, alone and in combination with other drugs, was implicated in 234 cases. Of these, 
156 people (66.7%) may have obtained methadone from illicit sources, compared to 78 (33.3%) 
who were known to be receiving prescribed methadone prior to their death. Methadone alone 
was implicated in 40 cases. Of these, 30 (75.0%) may have obtained the drug from illicit 
sources, compared to 10 (25.0%) who were known to be receiving prescribed methadone. 


Hypnotic/sedatives, alone and in combination with other drugs, were implicated in 249 cases. Of 
these, 109 (43.8%) were known to be prescribed these drugs, thus it is now known how 140 
cases (56.2%) obtained them. Of the 24 cases in which hypnotic/sedatives alone were 
implicated, 11 (45.8%) had received the drugs on prescription, compared to 13 (54.2%) who 
may have obtained them illegally. 


Anti-depressants, alone and in combination with other drugs, were implicated in 259 cases. Of 
these, 177 (68.3%) were known to be receiving prescribed anti-depressants at the time of their 
death, compared to 82 (31.7%) who may have taken drugs prescribed to others. Anti- 
depressants alone were implicated in 48 cases. Of these, 35 (72.9%) were known to be 
prescribed anti-depressants, compared to 13 (27.1%) who may have used drugs that were 
prescribed to others. 
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Other opiates/opioid analgesics (e.g. dextropropoxyphene, or where the exact opiate-type drug 
was unknown) alone and in combination with other drugs, were implicated in 276 cases. Of 
these, 159 (57.6%) may have obtained the drug by illicit means, compared to the 117 (42.4%) 
who were known to be prescribed other opiates/opioid analgesics. Other opiates/opioid 
analgesics alone were implicated in 47 cases. In 25 (53.2%) of these cases the drugs were 
listed as prescribed to the individual in whose death the drugs were implicated, however for the 
remaining 22 (46.8%) cases, the drugs appear to have been obtained by other means. 


Heroin/morphine, alone and in combination with other drugs, was implicated in 364 deaths. 331 
(90.9%) of these cases were not prescribed heroin/morphine, and as such may have obtained 
the drug illegally. Only 33 (9.1%) of the cases with heroin/morphine implicated were receiving 
the drug on prescription. Where heroin/morphine was implicated alone, out of 88 cases, only 9 
(10.2%) were known to be prescribed the drug, meaning 79 individuals (89.8%) may have 
obtained heroin/morphine illegally. 


Drug abuse/dependence 


Information was available for 839/1,147 individuals on their past or current history of drug 
abuse/dependence. Those with such a history (DAs) accounted for 65.9% (n = 553/839). Those 
without such a history - non drug abusers (NDAs) - accounted for 34.1% (286/839). Out of the 
total number of NPSAD cases reported for 2012, 26.9% (308/1147) were reported as “not 
known” with respect to known history of drug abuse/dependence. These cases were excluded 
from further analysis. 


1.13 Demography 


A greater proportion of those with a history of drug abuse (DA) were male than those without 
such a history (NDA) (79.6% vs. 55.6%); and 44 years and younger (74.7% compared to 
50.7%). The median age at death for DAs was 39 years (interquartile range = 12), while that for 
NDAs was 44 years (interquartile range = 22). 


1.14 Location of death 


When location of death was known, there was little difference between the two groups with 
respect to dying at home or at a private residential address, with 71.2% of DAs and 74.1% NDAs 
dying at such a location. Indeed, hospital deaths also accounted for a similar proportion of 
deaths in both DA (14.3%) and NDA (13.6%) groups. A relatively similar proportion of DAs 
(5.4%) and NDAs (4.2%) died in public places (e.g. park, street, public toilets etc.). 


1.15 Underlying cause(s) of death 


A greater percentage of DAs than NDAs died from accidental poisoning (77.2% vs. 43.0%) — see 
Figure 1.15. Conversely, a greater proportion of NDAs died as a result of intentional self- 
poisoning compared to DAs (30.1% vs. 4.3%), and also poisoning of undetermined intent (21.0% 
vs. 6.7%). 


1.16 Manner of death 


A similar pattern is exhibited with regard to manner of death. A greater percentage of DAs than 
NDAs died an accidental death (79.4% vs. 44.2%). In contrast, deaths of NDAs were more 
commonly attributed to suicide than those of DAs (31.5% vs. 7.1%), or to a death where the 
manner was undetermined (22.7% vs. 8.3%). Natural deaths were slightly more common 
amongst DAs (4.9%) than NDAs (3.1%). 
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Figure 1.15: Principal underlying cause(s) of death by drug abuse/dependence history, 
NPSAD cases, England, 2012 
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Changes between 2011 and 2012 


The following section compares deaths in 2012 with those that occurred in 2011. Deaths in 2012 
are reported as 1,147 whereas in 2011, 1,424 cases were reported. This is a decrease in 
reported NPSAD deaths of 19.5% for 2012, however this does not mean there was an actual 
drop of this magnitude between the years. This reduction in reported cases is likely due to a 
combination of a reduced catchment period for drug-related death notifications compared with 
the previous report and a lower coverage rate of Coroners voluntarily reporting to the 
Programme. Furthermore, due to the nature of the Coronial reporting system and lengthy 
inquest procedures, the figures for 2012 (and 2011 to a lesser extent) can be expected to 
increase as further inquests on drug-related deaths of those who died in these calendar years 
are finally completed (some inquests do happen in the same calendar year); indeed reports of 
more than 100 other drug-related deaths in 2012 have been notified to the Programme since the 
analysis for this report began. However, the key information presented in this report is still highly 
valuable, as it is the percentage changes rather than absolute figures which are most 
informative, as they will be largely unaffected by fluctuations in overall reported deaths. 


1.17 Demography 


There were small changes between 2011 and 2012 in the demographic profile of cases. There 
was a Slight increase in the proportion of male deaths, from 70.4% to 71.4%, with a 2.2% drop in 
the percentage of deaths amongst White cases. The proportion of deaths amongst those aged 
44 years and under rose by 2.1% (62.2% in 2011 to 64.8%). Those listed as living with others 
fell by 2.2%, and those with no fixed abode increased by 0.9%. Increases were observed in the 
proportion of deaths occurring at a defined residential address (from 68.9% to 70.8%), and those 
occurring in hospital (from 12.6% to 15.5%). A 1.5% rise was seen in the number of people listed 
as drug addicts/abusers when history was known. 


1.18 Underlying cause(s) of death 


The proportion of deaths attributed to accidental drug poisoning rose slightly from 62.6% in 2011 
to 63.1% in 2012, with intentional self-poisoning deaths decreasing from 15.5% to 13.7% in 
2012. Poisonings of undetermined intent accounted for 10.6% in 2011, whilst in 2012 this rose to 
12.1%. 


1.19 Manner of death 


The percentage of deaths attributed to accidents in 2012 decreased by 1.7%, and the 
percentage attributed to suicide also decreased, by 1.8%. Small rises were seen in the 
proportion of natural deaths (+1.0%); homicides (+0.3%); and deaths of undetermined intent 
(+2.4%). 


1.20 Psychoactive substances implicated in death 


In 2012 there were 1,033/1,147 deaths that involved psychoactive substances; 114 cases from 
2012 were therefore excluded from the following analyses as they did not involve psychoactive 
substances. In 2011, 1,308/1,424 cases involved psychoactive substances, thus 116 cases from 
2011 were excluded from the calculations below. 


1.21 Psychoactive substances, both alone and in combination 


There were both absolute and proportional increases in deaths involving ecstasy-type drugs and 
GHB/GBL, either alone or in combination with other drugs. There were proportional increases in 
the following substances both alone and in combination: alcohol in combination; anti- 
depressants; anti-psychotics; cannabis; cocaine; and heroin/morphine (Table 1.21). The 5.1% 
increase in the proportion of heroin/morphine-related deaths between 2011-12 is of interest 
when compared with the 6.9% decrease seen between 2010-11. 
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Moderate proportional decreases were seen in the following substances either alone or in 
combination: anti-epileptics; anti-Parkinson’s; hypnotics/sedatives; other opiates/opioid 
analgesics; and methadone. The 4.7% decrease in the proportion of deaths involving 
methadone between 2011-12 contrasts with the 2.7% increase seen in 2010-2011. 


1.22 Single substance deaths 


There were very slight changes between 2011 and 2012 in terms of the proportions accounted 
for by deaths involving a single psychoactive substance. For substances implicated alone, there 
were absolute and proportional increases in deaths attributed to cocaine; ecstasy-type drugs; 
and GHB/GBL. A proportional increase was seen in deaths in which anti-epileptics were 
implicated alone. 


Proportional decreases were seen in deaths in which the following drugs were implicated alone: 
amphetamines; anti-depressants; anti-Parkinson’s; anti-psychotics; cannabis; methadone; and 
other opiates/opioid analgesics (Table 1.22). There was no change in the proportion of deaths in 
2011-12 involving either heroin/morphine or hypnotics/sedatives when implicated alone. 
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Table 1.21: Changes in percentages of psychoactive substances, alone and in combination, 
implicated in psychoactive substance deaths, NPSAD cases, England, 2011 and 
2012 


2011 2012 Change 


(n=1308) (n=1033) (percentage 
% % points) 


(o} 
a a a ee ee 2) 
+0.6 


Substance 


Alcohol in 
combination 
Amphetamines 
Anti-depressants 
Anti-epileptics 
Anti-Parkinson’s 
Anti-psychotics 
Cannabis 

Cocaine 
Ecstasy-type drugs 
GHB/GBL 
Heroin/morphine 
Hypnotics/sedatives 
Methadone 
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Note: Column totals may sum to more than 100% since more than one substance may be implicated in a death. 

+On average approximately 300 cases of inquest from the year of death are not completed and are added to next year. 
Column highlighted in: EF does not include deaths in 2011 reported since the last report and is therefore not used in the 
change in percentage point calculations 
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Table 1.22: Changes in percentages of single psychoactive substances implicated alone in 
psychoactive substance deaths, NPSAD cases, England, 2011 and 2012 


2011 2012 Change 
(n=1308) (n=1033) (percentage 
% % points) 


Substance 


Amphetamines 
Anti-depressants 
Anti-epileptics 
Anti-Parkinson’s 
Anti-psychotics 
Cannabis 

Cocaine 
Ecstasy-type drugs 
GHB/GBL 
Heroin/morphine 
Hypnotics/sedatives 
Methadone -3.1 
Other opiates/ A 
opioid analgesics : 
+On average approximately 300 cases of inquest from the year of death are not completed and are added to next year. 


Column highlighted in: Hl does not include deaths in 2011 reported since the last report and is therefore not used in the 
change in percentage point calculations 
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Deaths per 100,000 population by area 


This section provides a break-down of information by different geographical units for NPSAD 
deaths of those aged 16 years and older. Table 1A gives breakdowns for number of reported 
NPSAD deaths and death rate per 100,000 population for the Drug and Alcohol Action Team 
(DAAT) area for cases’ usual area of residence and place of death. Table 1B gives detailed 
breakdowns by place of death DAAT area for key aspects, such as key demographic details and 
primary drugs implicated, for cases of all ages. 


Drug and Alcohol Action Team areas with highest and lowest rates in 2012 


The following five DAAT areas in England had the highest reported NPSAD drug-related death 
rates per 100,000 population in 2012 for individuals who were recorded as resident within their 
coverage area (but did not necessarily die there): Blackpool (18.90 = +4.37 compared to 2011); 
Liverpool (11.80 = +3.27); Hammersmith and Fulham (10.67 = +3.48); Blackburn with Darwen 
(10.57 = -3.47); and Brighton and Hove (9.55 = -0.1). 


The highest rates of drug-related deaths reported for 2012 for individuals that died within 
specified DAAT areas (but were not necessarily resident there) were found in: Liverpool (12.57 = 
+3.78); Blackburn with Darwen (11.45 = +0.05); Hammersmith and Fulham (11.34 = +1.54); 
Sunderland (10.55 = +1.30); and Manchester (8.79 = -3.62). The death rates per 100,000 
population for all DAAT areas can be found in Table 1A. 


It is important to note that due to the geographic coverage of DAAT areas and Coroners’ 
jurisdictions not always being equivalent, it is not possible to give clear statements with regards 
how the figures presented here for DAAT areas have been affected by those Coroners’ 
jurisdictions that did not submit drug-related death notifications to the Programme. 


Table 1B provides detailed breakdowns for NPSAD deaths reported by DAAT area, including 
details on information such as ethnicity and selected drug-types implicated in those deaths. 
Comparing these figures for English regions shows that certain drugs were implicated more 
often in certain places than others. For example, in the South of England heroin/morphine was 
implicated in 37.2% of cases, whilst in London this figure dropped to 22.2%. Methadone was 
implicated most often in the Midlands and East of England (28.8% of deaths); whilst in the South 
of England it was only implicated in 12.8% of cases. Hypnotics/sedatives were involved in the 
deaths of a nationwide low of 15.2% of deaths in London, whilst these same substances 
accounted for 26.5% of deaths in the South of England. Ecstasy-type drugs were implicated in 
5.3% of deaths in DAAT areas in the Midlands and East of England, whilst only 0.9% of cases in 
the South of England had such substances implicated. As in 2011, London exhibited the highest 
proportion of cocaine-related deaths (15.2%), whilst it was implicated in just 3.4% of deaths in 
the Midlands and East of England. However, it is important to note that when taking into account 
absolute figures, Liverpool alone had more deaths involving cocaine (20) than the whole of the 
following regions: Midlands and East of England; London; and more than the South of England 
(Table 1B). This is of particular interest when taking into account the population of Liverpool 
compared with these entire regions of the country. 


Commentary 


The demographic profile of drug-related deaths in England meeting the NPSAD case criteria for 
2011 remains generally consistent with previous reports: a higher proportion of males to 
females, with the majority of White ethnicity and aged less than 45 years. The proportion of 
deaths reported to the Programme amongst those younger than 25 years has fallen by 1.1% 
since 2010; and 4.4% over the past decade. Conversely, the proportion of NPSAD deaths of 
those aged 35-44 years has risen by 2.2% since 2010; and 4.8% over the past decade. 


Consistent with previous years, the majority of deaths reported to the Programme for 2012 were 
as a direct result of accidental poisoning. However, when compared with females and males of 
younger age groups, older females exhibit higher rates of deaths attributed to suicide by self- 
poisoning. 
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In 2012 as in 2011, heroin/morphine was the drug most frequently implicated in the deaths of 
males, closely followed by alcohol in combination with other drugs. In contrast, anti-depressants 
and other opiates/opioid analgesics were most frequently implicated in the deaths of females. 


The cases reported to the Programme which occurred in England for 2012 show increases in the 
proportions of deaths involving amphetamines; anti-depressants; anti-psychotics; cannabis; 
cocaine; ecstasy-type drugs; GHB/GBL; heroin/morphine; and alcohol in combination with other 
substances. Meanwhile, deaths involving anti-epileptics; anti-Parkinson’s; hypnotics/sedatives; 
methadone; and other opiates/opioid analgesics decreased. 


The rise in monovalent deaths noted in last year’s report between 2010-11 appears to have 
reversed, with a substantial decrease from around 37% to below 32%. With regards 
polysubstance deaths, heroin/morphine combined with alcohol still remains the most frequent 
polysubstance combination — a pattern that has remained consistent over the past ten years. 


The most commonly prescribed medications implicated in death were anti-depressants, followed 
by hypnotics/sedatives and other opiates/opioid analgesics. Using available information on 
individuals’ prescribed medication status, it would appear that over 56% of hypnotics/sedatives-; 
other opiates/opioid analgesics-; and methadone-related deaths were sourced either illegally, or 
through other means. 
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Table 1A: NPSAD cases in 2012 by Public Health England Regions, Centres and 
Drug and Alcohol Action Teams (16 years and over) — number and rate per 
100,000 population 


Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 
of residence death 
ENGLAND No Rate No Rate 
NORTH OF ENGLAND 
County Durham 24 5.64 5 1.18 
Darlington 3 3.52 3 3.52 
Gateshead - - = = 
Hartlepool = = = = 
Middlesbrough 7 6.33 5 4.52 
Newcastle upon Tyne 1 0.43 - - 
North Tyneside 12 7.24 13 7.84 
Northumberland 6 2.28 6 2.28 
Redcar & Cleveland 5 1.90 6 2.28 
South Tyneside - - - - 
Stockton-on-Tees 7 4.52 4 2.58 
Sunderland 21 9.23 24 10.55 
2. Cumbria & Lancashire 
Blackburn with Darwen 12 10.57 13 11.45 
Blackpool 22 18.90 9 7.73 
Cumbria 23 5.53 21 5.05 
Lancashire 66 6.87 59 6.14 
3. Yorkshire & Humber 
Barnsley 1 0.53 = = 
Bradford 16 3.98 15 3.73 
Calderdale 1 0.61 1 0.61 
Doncaster 13 5.30 6 2.45 
East Riding of Yorkshire 5 1.79 6 2.14 
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Kingston upon Hull 15 7.21 15 7.21 
Kirklees 12 3.54 g 2.66 
Leeds 34 5.52 33 5.36 
North East Lincolnshire = = = = 
North Lincolnshire 2 1.46 1 0.73 
North Yorkshire 4 0.80 4 0.80 
Rotherham 5 2.39 3 1.44 
Sheffield 3 0.66 1 0.22 
Wakefield 13 4.86 13 4.86 
York - - 2 1.20 
4. Greater Manchester 
Bolton 11 4.97 7 3.16 
Bury - - 1 4.52 
Manchester ZY 7.08 36 8.79 
Oldham 1 0.57 - = 
Rochdale = = = = 
Salford 6 3.14 6 3.14 
Stockport ss) 3.91 ss) 3.91 
Tameside 13 7.33 12 6.77 
Trafford 4 2.20 3 1.65 
Wigan 4 1.54 3 1.16 
5. Cheshire & Merseyside 
Cheshire 18 3.11 20 3.46 
Halton 2 1.98 1 0.99 
Knowsley 2 1.70 > = 
Liverpool 46 11.80 49 12.57 
Sefton 3 1.32 2 0.88 
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Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 
of residence death 
NORTH OF ENGLAND No Rate Rate 
St Helens - - - - 
Warrington 7 4.25 6 3.64 
Wirral 13 4.98 11 4.22 
6. East Midlands 
Derby 5 2.51 4 2.01 
Derbyshire 17 2.67 15 2.35 
Leicester 5 1.92 3 1.15 
Leicestershire 5 0.93 2 0.37 
Lincolnshire 2 0.34 1 0.17 
Nottingham - - - = 
Nottinghamshire 1 0.15 2 0.31 
Rutland = = = = 
7. West Midlands 
Birmingham 28 3.35 33 3.94 
Coventry : E - 
Dudley 1 0.39 1 0.39 
Herefordshire = = > . 
Sandwell 2 0.82 - - 
Shropshire 9 3.52 8 3.13 
Solihull 1 0.60 1 0.60 
Staffordshire 24 3.42 16 2.28 
Stoke-on-Trent 13 6.47 13 6.47 
Telford & Wrekin 1 0.75 1 0.75 
Walsall 3 1.40 2 0.93 
Warwickshire 1 0.22 - - 
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Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 
of residence death 
MIDLANDS & EAST OF ENGLAND No Rate Rate 
Wolverhampton 
Worcestershire 3 0.64 - - 
8. Anglia & Essex 
Cambridgeshire 1 0.19 1 0.19 
Essex 2 0.17 4 0.35 
Norfolk 35 4.86 36 5.00 
Peterborough 1 0.68 1 0.68 
Southend-on-Sea - - - - 
Suffolk 11 1.84 5 0.83 
Thurrock - - - 
9. South Midlands & Hertfordshire 
Bedfordshire 14 4.16 14 4.16 
Hertfordshire 25 2.77 21 2.33 
Luton 9 5.69 8 5.05 
Milton Keynes - - - 
Northamptonshire 18 3.21 15 2.68 
10. London boroughs 
Barking & Dagenham 1 0.71 1 0.71 
Barnet 1 0.35 - = 
Bexley 1 0.54 1 0.54 
Brent 1 0.40 = = 
Bromley 3 1.19 3 1.19 
Camden 2 1.07 1 0.53 
City of London - - - 
Croydon 3 1.04 5 1.73 
Ealing 6 2.22 9 3.33 
Enfield - - - 
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Greenwich 2 0.98 2 0.98 
Hackney 4 2.00 2 1.00 
Hammersmith & Fulham 16 10.67 7 11.34 
Haringey = = 2 . 
Harrow 1 0.52 = = 
Havering 2 1.03 1 0.51 
Hillingdon 10 4.50 10 4.50 
Hounslow 15 7.29 16 7.78 
Islington 5 2.82 1 0.56 
Kensington & Chelsea 2 1.52 1 0.76 
Kingston-upon-Thames 8 6.04 i 5.29 
Lambeth 1 0.39 2 0.79 
Lewisham 1 0.45 1 0.45 
Merton 2 1.23 1 0.62 
Newham = > = = 
Redbridge 1 0.45 = = 
Richmond upon Thames 5 3.31 6 3.97 
Southwark 2 0.84 = = 
Sutton 2 1.29 3 1.94 
Tower Hamlets 5 2.38 3 1.43 
Waltham Forest = = = = 
Wandsworth 1 0.39 1 0.39 
Westminster 3 1.59 5 2.64 
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Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 
of residence death 
No Rate No Rate 
SOUTH OF ENGLAND 
11. Surrey, Sussex & Kent 
Brighton & Hove 22 9.55 16 6.94 
East Sussex 10 2.28 6 1.37 
Kent 25 2.09 26 2.18 
Medway towns 1 0.47 - - 
Surrey 19 2.06 21 2.28 
West Sussex 17 2.54 15 2.24 
12. Thames Valley 
Bracknell Forest 1 1.09 1 1.09 
Buckinghamshire 8 1.96 8 1.96 
Oxfordshire 4 0.75 4 0.75 
Reading - - - - 
Slough 2 1.86 2 1.86 
West Berkshire - - - = 
Windsor & Maidenhead 4 3.42 5 4.28 
Wokingham 1 0.80 = = 
13. Wessex 
Bournemouth 13 8.27 11 7.00 
Dorset 8 2.30 7 2.01 
Hampshire 17 1.57 13 1.20 
Isle of Wight 0 0.00 1 0.86 
Poole 4 3.26 4 3.26 
Portsmouth 3 1.78 2 1.19 
Southampton 14 7.13 7 3.57 


24 International Centre for Drug Policy 


Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 


of residence death 


SOUTH OF ENGLAND No Rate No Rate 


14. Devon, Cornwall & Somerset 

Cornwall & Isles of Scilly 11 2.45 8 1.78 
Devon 25 4.04 25 4.04 
Plymouth 1 0.47 = = 
Somerset 10 2.27 11 2.50 
Torbay 1 0.91 - - 


15. Avon, Gloucestershire & 
Wiltshire 
Bath & North East Somerset : = . 


Bristol 1 0.28 - - 
Gloucestershire 22 4.45 18 3.64 
North Somerset 1 0.60 1 0.60 


South Gloucestershire E z 5 


Swindon 10 5.89 9 5.30 


Wiltshire 5) 1.30 5) 1.30 


Note: In addition there were a number of cases that could not be allocated to specific DAAT areas because they were of 
no fixed abode and/or the jurisdiction in which the inquest was held covers more than one DAAT. Some cases were 
usually resident outside the UK. 
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Table 1B: NPSAD cases in 2012 by Drug and Alcohol Action Team according to 
Public Health England Regions and centres demographics and drugs implicated 


Drug and Alcohol No Gender Age group Ethnicity Main Drug Strategy drug implicated 
Action Team 


7 6 8 i 

= ° Ss & oI 9° r 

& ed ee ee | oe 3. 

= 8 2 £32 2: § 
ENGLAND 
1. North East 
County Durham 5 4 1 | oi ifol/s]folol2zlo0ol]lolo]| 2 1 0 0 0 0 0 
Darlington 3 2 1] o]4 ifil;ofololfiailololoal|2 1 1 1 0 0 1 
Gateshead - - - - : - - - - - - - - - - - - - - - = 
Hartlepool 2 2 = - - eh | a ee - - - - - - 
Middlesbrough 5 2 sfolols]2l/o0olololslaololaloaol2 2 0 0 0 0 
Newcastle upon 
Tyne ; : i ; ; : a | a | Pe ia | ; ; : i ; ; : é ; ; 
North Tyneside 13 4 P/olflolsa|lsel/ae]ilsyolw@mlolololi 0 4 4 0 2 0 
Northumberland 6 5 1 0) 1 2/2i;iafolfo]/e2]/o/;/o0]loao]4 i 1 2 1 0 0 
Redcar & Cleveland | 6 4 2l/o]/ilezl/salolol/olalololalole 0 0 0 0 0 
South Tyneside = = = | = eile f=] ee i]e2> Leese ]lele= - - - - - - 
Stockton-on-Tees 4 4 Of/olfololalilsolol4ztololaelole 0 0 0 
Sunderland 24 15 S/ol42)7]wlslololalolololi 7 3 4 1 1 0 
2. Cumbria & Lancashire 
Blackburn with 13] 9 Ae Owl coi et aliese \eoall call Bon Wet lon on lieGulleaell se) esse nae alitGellleaalllng 
Darwen 
Blackpool 9 9 O/o]lilelsale2lasyolalololoali 6 0 2 3 1 1 
Cumbria a1 15 S6l/olsel2e]/e/2]al/sl/alolololola 5 | 12 1 1 { 
Lancashire 59 44 ®l else liwlar|7l4)lwvilololila] 2] io] s 2 2 { 
3. Yorkshire & Humber 
Barnsley ; 2 > > - - - - - - - - - - - - - - - - - 
Bradford 15 12 afolol;sl4a)l/elol/almlololeali 8 2 0 7 1 0 
Calderdale 1 1 Ofo}lilsvololvolololilololeaelole 0 0 0 0 1 
Doncaster 6 5 1 0) 1 1 2 | | 1/eol/s5]/o0]/o0]o0]4 0 3 1 1 0 1 
SEEN SOs] @ 6 2 QAM leo esalie2 0 eon | teal 6) Opllorlleoellico alias. || aeih elle asiliiaa 
Yorkshire 
Kingston upon Hull 15 8 7/@]lilei7yl/ijfololilololol|e| s 5 2 1 2 0 
Kirklees 9 8 if/o]vaifasl4]olvololelololoali 4 0 1 0 0 0 
Leeds 33 22 “| @ |e) elwlalelalwylololol!ls@é|]n 9 10 0 
North East 
Lincolnshire : ; Sas | ea ea a | a a Aa | a a | : : . i ; 
North Lincolnshire 1 0) ifo]fo]lalvolololololololoali 1 0 1 0 0 0 
North Yorkshire 4 4 O©f/olfololilslolololololoala 1 0 0 0 0 0 
Rotherham 3 3 O/ofoy;yijselololololoaololoaol.s 1 1 1 0 1 0 
Sheffield 1 1 Ofo]folo]silsvolfololilololelole 0 0 0 1 0 
Wakefield 13 10 af/o]lilelsale2lalsolmilololoali 4 8 6 1 1 0 
York 2 1 ifo]vafolilfolololilolololi 1 0 1 0 1 0 
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4. Greater Manchester 
Bolton 7 6 1 O/ofiailyaidayola 1 Ojfo]|o |e 4 1 2 0) 1 0 
Bury 1 1 C©lololololilolololololali 0 0 0 0 0 0 
Manchester 36 24 2ilolelr7)] elrilnlsleloloali [wi] wel] s 6 4 0 2 
Oldham - - - - - - - - - - - - - - - - - 
Rochdale = = 2 2 2 - - - - - - - - - - - - - 
Salford 6 5 1 G©lo@lislaleaelolololololole 0 3 0 2 0 0 
Stockport 10 5 5 | © | i Ol7l]l2lololelilolole 3 3 2 1 1 1 
Tameside 12 10 2iloli 2alalelelilrilololijfeal ea 2 3 1 1 0 
Trafford 3 2 1 o}|o}1 i1/olo]fa]e2e],o]lol]o |i 0 0 1 2 1 0 
Wigan 3 2 1 Oo | 1 Olifalolololololole 2 1 1 0 0 0 
5. Cheshire & Merseyside 
Cheshire 20 14 6 0|8|41]6 2 | 18 0 | 2 7 5 ce) 2 0 
Halton 1 1 0 © lilola Oo} 1 0 | 0 1 0) 0) 0 0 
Knowsley = : = || = | = |= |= > fe fs fe fe |e |= = : - - - 
Liverpool 49 39 WO] Ololr7iwiliy|é¢ sai4]2]o]i1]|o0 | wi] iil 7 | aoe 2 
Sefton 2 1 1 ©l@lolilifofoele|lol]lolol|e 1 0 1 1 0 0 
St Helens > = - - - - - - - | - - - - - - - - - - 
Warrington 6 5 ifojfijfe2lta2ltolo]fileé 9 | a | & 0 1 1 2 
Wirral 12 8 Al 7 1 i{/sioe]o]lalumlolololi 3 6 2 2 1 
ULA D é 4 
6. East Midlands 
Derby 4 4 0o/o]1 Olfaiflailailolelol,: 1 | 0 1 0 1 0 0 0 
Derbyshire 15 7 8 0 0 5 5 1 2 2 8 0 0 0 WA 4 2 1 0 2 2 
Leicester 8 2 1 ©lolflol;lifealololelolololia 1 2 2 1 ) 0 
Leicestershire 2 1 1 0 0 i 1 0 0 0 2 0 0 0 0 0 0 1 0 0 0 
Lincolnshire 1 1 ©l/olololilslolololiaijlololale 1 1 0) 0 0 0 
Nottingham City e . = je |= = |e] e | spe [> |e |e |= |= = = = = - - 
Nottinghamshire 2 2 ©lfolololifsiailololilololali 0 0 0 0) 1 1 
Rutland = = - - - - - - - - - - - - - - - - - - 
7. West Midlands 
Birmingham 3a 23 @i|/o|e2i;rir]/se]l6]l6lo]lilololx#] wl ¢é 5 0 1 1 
Coventry = = = |= aoe epee le le ee - - - - - - 
Dudley 1 1 ©l/ololiailolol;lol;lolilololoale 1 0) 0 0 0) 0 
Herefordshire - - - - - - - - - - - - : 
Sandwell - - - - - - - - - - - - - - - - E = = = 
Shropshire 8 5 a] o]i ©Ol4a]le2]talololololoale 2 3 1 0 0 0 
Solihull 1 0) 1 @® | i ©leolololololololoali 0 0) 1 0 0) 0 
Staffordshire 16 10 6loleltiailalaeals/lolwlilolololale 3 2 0 0 1 
Stoke-on-Trent 13 10 S| @ | i if/ololelole/lo]lo]lolw]e 5 2 0) 0 0 
Telford & Wrekin 1 0) 1 ©l|oeololo]ifololololololi 0 0 1 0 0 0 
Walsall 2 1 1 ©lolilolofiaijfol2ez|ol]ol|]ol|e 0 1 0 0) 0 0 
Warwickshire - - - - - - - - - - - - - - - - - - - = : 
Wolverhampton 1 1 0] 1 ©lololoafelolololololi 1 0 0 0) 0 0 
Worcestershire = - - - - - - - - - - - - - - - - - - - - 
8. Anglia & Essex 
Cambridgeshire 1 0) 1 ©|/elolo!/ifoloelolololol i 0 1 0 0) 0 0 
Essex 4 3 1 ©|slolololoaofalol|lol|lol|ole4 0 0) 0 0) 0) 2 
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Drug and Alcohol 
Action Team 


Age group Ethnicity Main Drug Strategy drug implicated 


= eile 
2 3 Poles 
2 aa + 8 ) x = - < 2 a 
& wo | ee | es) sie S| 2] a 
Tt ite) ite} lo — n ee fo} (Ss) 
a + » © |S oO <¢ O (3) <q Ww 
Norfolk 36 24 2lo]ilwlima@lelsloloaloloal]o | ss] w ] iz 1 0 0 
Peterborough 1 0 1 ©l/@lolilofleloelolilolole 0 0 0 0 0 0 
Southend-on-Sea - - - - - - eee] 2 Lele les - - - - - - - 
Suffolk 5 5 Of/o]iaive;iaiysyilolo ] oa On on a 1 0 1 0 0 
Thurrock - - - | - BS SS Sa Psa - - - = = 2 
9. South Midlands & Hertfordshire 
Bedfordshire 14 12 2/o]lo}lsilses)]4)aftalweloliloalec 2 5 4 3 2 1 
Hertfordshire 21 18 S$]/o]/4]4]/6]/4]383]o0]s]o0]o0]o0 iw] 4 6 10 1 1 3 
Luton 8 6 Z2lololal4ae]lilsyoloaolelolfolaloal] a 3 0 0 0 0 
Milton Keynes = = = | = till selec le She le le es ee - - - - - - 
Northamptonshire 15 10 Sloalilzlelolz2/l/2ielolololelsé 7 5 0 ) 0 
10. London boroughs 
Barking & 1 1 elo lola lala lo le |e oe oy ola a |-s | ae io | 
Dagenham 
Barnet - - - | - cael fives (al | eae ee Sais es - 2 = 2 = = 
Bexley 1 1 Ofololololilololilolololola 0 0 0 0 0 
Brent - - - | - Sl ee eS ee S| SS SS ee 2 2 = = : = 
Bromley 3 0 Silolololezlilololilololale] «a 0 0 1 1 { 
Camden 1 0 if/olololololilolololololi 0 0 0 0 0 0 
City of London = = 2 | = a ie | ee ee | eS le ee = le - - - - - - 
Croydon 5 4 1/0]0 2lololol2 Ofol]ls]i 0 0 0 0 0 
Ealing 9 5 4/0] 0 Ala2lolo lsiilsoleli 1 0 1 0 1 0 
Enfield - - - - - - - - - - - - - - - - - - - - - 
Greenwich 2 2 Ofolilololololilolololal]e2i]e 0 0 0 0 
Hackney 2 0 2Plololololalololialvolololi 1 2 1 0 0 
Hammersmith & | 2 |e le |e lela) ss ie elo la |4 es) 2) 8 |e lee la |e 
Fulham 
Haringey ° 2 ° . . se (| | | ee - - - - - - 
Harrow - - - - - - - - - - - - - - - - - - - - - 
Havering 1 1 Ofolololololiailolilololoeloaole« 0 0 0 0 0 
Hillingdon 10 7 Silolol4a4lijl2la2ltilolilolololi ) 1 0 ) 0 
Hounslow 16 11 S/ololsalalsl2yol@weliliailola 4 3 3 1 2 0 
Islington 1 1 Ofolololilvyolololilololalole 0 0 0 0 0 
povemigtonie 1 0 Tile ee ela oe ae laa fae | a ee a ee ae a) 
Chelsea 
Kingston 7 6 Ee ea es Ns ee Wa | se lo Pt ee a | Be ee oa 
uponThames 
Lambeth 2 0 2lolilvilololoelolelolalalol «e 0 0 0 0 0 
Lewisham 1 1 Ofololvilolololvolilolololal: 0 0 1 0 0 
Merton 1 1 O/o]lilyololololololalololia 0 0 0 1 0 1 
Newham - - Sha Shas aa SS a as ea essa 
Redbridge 2 = - if - =e ieee le Lele eles - - - - - - 
Richmond upon 5 4 aOR Goll Mil leca lees eae lll sont less coaliecn ince) Nerelie cel icoulletadlecam aon! NEG 
Thames 
Southwark - - |F2 =p |e let f= = || = | (=a eg | - - : : = = 
Sutton 3 2 if/o]volialililsvololezloloaololi 2 3 1 0 0 0 
Tower Hamlets 3 1 Z2/@0])/o0]o]aj)o]i 1 1 |®| oOo] 2 0 2 2 1 0) 0 
Waltham Forest - - - - - - - - - - - - - - - - - - - - - 
Wandsworth 1 0 ifolilololololololololola 0 2 0 0 0 1 
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Westminster 5 5 GO/@a]faleaeflololilolalo|]ol]o]|2z 1 0 0 1 0 0 
11. Kent, Surrey & Sussex 

Brighton & Hove 16 12 4]/@o0]/o]l2]s)/6)2]2]%6/olololal| es 5 5 2 0) 0 
East Sussex 6 3 Slaofloliailealartasyols6lolololol e 3 3 1 0) 0 
Kent 26 22 4loliailelslr7lelslslolololal z 0 4 1 0 0 
Medway towns 2 2 = - - ea ee | eee ies - - - - - - 
Surrey 21 17 4]|0|3 | 2 3 3 18 3 

West Sussex iS 8 0/3 2 i |i | o 1 7 0 5 2 

12. Thames Valley 

Bracknell Forest 1 1 GOl/@]lolifololololololololo|e 0 1 0 0 0 
Buckinghamshire 8 7 ifoviaifalslezlelolils]lilololel|.4 ) 4 1 0 1 
Oxfordshire 4 4 GOl/@O}lo]l/slio]liloloalolol|lolol4a| és 1 1 1 0 0 
Reading 2 2 = = - >ei|_=i| >= > i= tele ies - - - - - - 
Slough 2 2 ©lololilsliailolololololololei|e ) 0 2 ) 0 
West Berkshire - - - - - - - - - - - - - - - - - - - - - 
Windsor & 

Na eRneed 5 3 2lolilel2z2lolo/;/ololololo|s 1 1 3 1 1 0 
Wokingham 2 5 . . - sf -=f-f-efte t= i= |-= fe |= - - - - - - 
13. Wessex 

Bournemouth 11 6 Slolol lel 4a4lil4ysyol/nlfolololoal 2 5 2 0 0 0 
Dorset 7 SfTolivoleli lz lilzvilololoaloaleé 0 4 1 0 0 
Hampshire 13 12 1 0 1 SH | a | i 1 i fii | @ | @ | © | 2 6 0 1 0 0 0 
Isle of Wight 1 1 O/@]fol;lolisyolol;yolololololi 0 0 0 0 0 0 
Poole 4 2 2lololvilsvivelolol4élololelole 0 1 0 0 0 
Portsmouth 2 2 O]/olfloyolsliayolsyilsvolelalolale 1 1 1 1 0 0 
Southampton 7 6 1f,o vile lela svoliailelolilole 1 0 0 0 0 0 
14. Devon, Cornwall & Somerset 

Comwall & Isles of | . 5 Boos ia Ooi Se ete eal |somlle sia) ton 20n omg all eee ir ge'll| souileeae ied llliec 
Scilly 

Devon 25 i? aefolalelzvrl/4al7/l/elilololo]|#]6 1 2 0 0 1 
Plymouth 5 = = = - sisi eile ]= i= i= i= |e |e - - - - - - 
Somerset 11 8 Slololz2islilolalolwilolol}lolol| 7 2 3 0 ) 0 
Torbay - = = - - sie ieee l= eile ietls - - - - - - 
15. Avon, Gloucestershire & Wiltshire 

Bath and North East 

Somerset : : | et || eee (aad a | | || el | : : : . : 
Bristol - - - - - - - - - - - - - - - - - - - - - 
Gloucestershire 18 10 Sslolals/lela]la2lolw@lololo|la4al 0 5 1 1 0 
North Somerset 1 ) i1/oa]/o0]/o]f/ofo]fofialololololi 1 0 0 0 0 0 
South 

Gloucestershire : : a) te a a a | fa ; j : : : 
Swindon 9 6 Si/oalole2zi/s]ilfolsliolololeloalsé 2 4 1 0 0 
Wiltshire 5 2 af,o]failyelslalyololyiléezélyoalololia 2 0 3 0 0 0 


Note: In addition there were a number of cases that could not be allocated to specific DAAT areas because they were of 
no fixed abode and/or the jurisdiction in which the inquest was held covers more than one DAAT. Some cases were 
usually resident outside the UK. Where no reported deaths could be assigned to a DAAT area, they are marked thus: - 


29 International Centre for Drug Policy 


Chapter 2: “Drug misuse” deaths in England using the Drug 
Strategy definition 


Number of reported Drug Strategy deaths 2008-2012 in 
England 
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This chapter considers cases meeting the definition used to monitor the Government’s Drug 
Strategy, i.e. “drug misuse”. 


The definition comprises two types of deaths. Firstly, deaths where the underlying cause of 
death is mental and/or behavioural disorders due to psychoactive substance use (excluding 
alcohol, tobacco and volatile solvents). Secondly, deaths coded to the following categories and 
where a drug controlled under the Misuse of Drugs Act 1971 was mentioned on the death 
record: (i) Accidental poisoning by drugs, medicaments and biological substances; (ii) Intentional 
self-poisoning by drugs, medicaments and biological substances; (iii) Poisoning by drugs, 
medicaments and biological substances, undetermined intent; (iv) Assault by drugs, 
medicaments and biological substances; and (v) Mental and behavioural disorders due to use of 
volatile solvents. For full details see Appendix 2. 


To derive these cases, the following two categories of cases are excluded from the NPSAD 
cases: (a) deaths of non-drug abusers where no Controlled Drugs were found at post mortem or 
where specific compound analgesics were found at post mortem; and (b) deaths of drug abusers 
where no Controlled Drugs were found at post mortem or where specific compound analgesics 
were found at post mortem and the mechanism of death was traumatic, such as hanging, 
drowning, car accident, etc. 


Profile of Drug Strategy cases 
2.1 Demography 


Similar patterns were found to those seen in previous years. Of the 865 Drug Strategy (DS) 
cases reported to the Programme, 72.4% of cases were male and 27.6% female (Figure 2.1 and 
Table 2.1). Almost half (49.2%) were unemployed, whilst 26.9% were employed. Those aged 
less than 45 years accounted for 66.7% of deaths. Deaths amongst those who lived alone 
represented 43.1% of cases, with 40.8% living with others, and 3.0% of no fixed abode. Where 
ethnicity was known (n = 568), the vast majority were White (96.8%); the rest were Black (1.1%); 
Asian (1.1%); and Other ethnicities (1.1%). 


Figure 2.1: “Drug misuse” deaths reported to NPSAD by age group and gender, England, 
2012 
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Table 2.1: Demographic characteristics of “drug misuse” deaths reported to NPSAD, 
England, 2012 


Variable Category Number (%) 
TOTAR 865 (100.0) 
Male | 626 (72.4) 
Employment status 
Living arrangements 
26 (3.0) 
Ethnicity 


2.2 Age 


Most DS deaths in England during 2012 occurred amongst those aged 35 years and over 
(69.6%); 22.9% were aged 25-34; and those aged 24 years and under accounted for just 7.5% 
of DS cases (Figure 2.1). The median age at death was 40 years (interquartile range = 15). 
Older male, White drug users are at most risk of drug-related deaths (Bird et a/., 2003; Ghodse 
et al., 2009). 


2.3 Location of death 


In 2012, 73.5% of DS cases died either at the deceased’s home address or at another private 
residential address; whilst 14.6% died in hospital; 5.3% died elsewhere (e.g. public park, railway 
station, place of work etc.); and the remaining 6.6% were listed with an unknown location of 
death. 


2.4 Underlying cause(s) of death 

The categories of underlying cause of death (based on ICD-10 codes) were as follows: 
Accidental poisoning (X40-X47): 75.5% 

Intentional self-poisoning (X60-X67): 9.9% 


Poisonings of undetermined intent (Y10-Y14): 9.9% 
Other (e.g. natural causes, drowning, hanging, unascertained): 4.6% 


A greater proportion of males compared to females died from accidental poisoning (79.2% vs. 
65.7%). Females, by contrast, had a slightly greater proportion of deaths attributed to intentional 
self-poisoning compared to males (12.1% vs. 9.1%), and also to poisoning of undetermined 
intent (16.3% vs. 7.5%). 


There were proportionately more deaths resulting from accidental poisoning amongst those 
aged less than 45 years than older cases (81.3% vs. 63.9%). Conversely, those aged 45 years 
and over had a greater percentage of deaths attributed to intentional self-poisoning than 
younger cases (16.3% vs. 6.8%), and also to poisoning of undetermined intent (14.6% vs. 
7.6%). 
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2.5 Manner of death 


The manner of death in DS cases was as follows: 
e =>. Accidental: 74.6% 

Undetermined: 10.5% 

Suicidal: 9.9% 

Natural: 4.7% 

Homicidal: 0.2% 


Proportionately more males than females died as the result of an accident (77.8% vs. 66.1%). 
Conversely, female deaths were more often attributed to suicide than male deaths (12.1% vs. 
9.1%); and to a manner that was undetermined (16.7% vs. 8.1%). 


Deaths of those aged less than 45 years were more often accidental in nature compared to older 
cases (81.6% vs. 60.4%). Those aged 45 years or over had proportionately more suicides than 
younger cases (16.3% vs. 6.8%), and deaths of undetermined intent (15.3% vs. 8.1%). 


Psychoactive substances implicated in death 
2.6 Psychoactive substances 


Of the 865 Drug Strategy (DS) cases reported, 827 (95.6%) were directly attributed to 
psychoactive drugs. Those cases in which no psychoactive drugs were implicated (n = 38) were 
excluded from further analysis. 


The principal substances implicated in psychoactive drug-related deaths alone and in 
combination were: heroin/morphine (42.8%) and alcohol in combination with other drugs 
(35.1%). Other psychoactive substances implicated alone and in combination that made a 
sizeable contribution (10% or over) to deaths were: other opiates/opioid analgesics (28.8%); 
methadone (27.9%); hypnotics/sedatives (26.6%); anti-depressants (19.7%); and cocaine 
(12.9%). Deaths attributed only to heroin/morphine accounted for 9.9% of cases (Table 2.6). 


Table 2.6: Psychoactive substances implicated in “drug misuse” deaths reported to 
NPSAD, England, 2012 


Number (%) of psychoactive Number (%) of 
drug cases where no other psychoactive drug cases 


Drug category substance was implicated | where drug was implicated 


TOTAL 827 (100.0) 


Cocaine 21 (2.5) 


Other opiates/opioid 32 (3.9) 238 (28.8) 
analgesics 


Note: Column totals may sum to more than 100% since more than one substance may be implicated in death. Not all 
cases had psychoactive substances directly implicated in death: these are excluded from this table. 
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2.7 Psychoactive substances most frequently implicated by age group 


As Table 2.7 below shows, for those aged 14 and under, ecstasy-type drugs; heroin/morphine; 
and mephedrone were each implicated in an equal number of deaths. For the 15-24 year age 
group, ecstasy-type drugs; heroin/morphine; and alcohol in combination were implicated most 
often, whilst heroin/morphine was found to be most commonly implicated in the deaths of those 
aged between 25-44 years, accounting for 68.4% of all DS deaths implicated to the drug in 
England in 2012 reported to NPSAD. Alcohol in combination with other drugs was the 
psychoactive substance most frequently implicated for those aged between 45-54 years, and 
other opiates/opioid analgesics were implicated in the greatest proportion of deaths amongst 
those aged 55 years and older. 


2.8 Highest frequency of each psychoactive substance implicated 


As shown in Table 2.7 below, alcohol in combination; amphetamines; anti-depressants; anti- 
Parkinson’s; cannabis; cocaine; GHB/GBL; heroin/morphine; hypnotics/sedatives; methadone; 
and other opiates/opioid analgesics were most commonly implicated in the deaths of those aged 
between 35-44 years. Ecstasy-type drugs were most frequently implicated amongst those aged 
15-24 years, whilst anti-epileptics; anti-psychotics; and mephedrone were most commonly 
involved in the deaths of the 25-34 years age group. 
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Table 2.7: Age group and psychoactive substance implicated in Drug Strategy deaths reported to 
NPSAD, England, 2012 


Haart group at death Total Percentage of 
number of total deaths 
cases overall with 
where psychoactive 
14% substance substances 
under implicated implicated 
Alcohol in 99) | 35.1% 
combination (0. 0D. 69) | 6 ea) 8) 99) | 3) @0) 0) 80) | 4 (2. 
Amphetamines 7 15 4.6% 
(0. ie 2.) (18.4) | (39.5) re @ a 9) (0, 0) 
Anti-depressants 32 43 37 32 8 19.7% 
(0. 0 en ‘ i 6) | (26.4) = 7) | (19.6) (4. ae 
Anti-epileptics : 
a ae ae boa) ve is3) ion} 
Anti-Parkinson’s 
(0. 0 0 0) (0. 0 0 (0. 0 0 0) (0. 0 
Anti-psychotics 
at 5) ey a Ws 5) Os 0) 
Cocaine 
(0. 00) a8 0) (as 5) 8 6) 


Ecstasy-type 


i 0) 
GHB/GBL 


(0. 00) 
Heroin/morphine > 90 “= > a a 42.8% 
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Notes: Column totals may sum to more than 100% since more than one substance may be implicated in a death. Not all cases had 
drugs directly implicated in death; these are excluded from this table. 
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2.9 Gender and implicated psychoactive substance 


The pattern of psychoactive substances with regards their implication in the deaths of the 
different genders reveals some interesting differences. 


Amongst males, the five most frequently implicated psychoactive substances (alone or in 
combination), presented in numerical order, were: 


Heroin/morphine (45.3%) 

Alcohol in combination (42.6%) 
Methadone (29.2%) 

Other opiates/opioid analgesics (26.5%) 
Hypnotics/sedatives (26.2%) 


aPwon> 
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Among female cases, the most frequently implicated psychoactive substances, alone or in 
combination were: 


Heroin/morphine (36.2%) 

Other opiates/opioid analgesics (34.8%) 
Anti-depressants (33.5%) 

Alcohol in combination (28.1%) 
Hypnotics/sedatives (27.7%) 


aon 


Comparing the type of psychoactive substances implicated in the deaths of males and females 
reveals that there is a higher proportion of male compared to female deaths in which the 
following drugs were implicated: heroin/morphine; alcohol in combination; methadone; cannabis; 
cocaine; amphetamines; Ecstasy-type drugs; GHB/GBL; anti-epileptics; anti-Parkinson’s; and 
mephedrone. 


Meanwhile, females showed a greater proportion of deaths attributed to anti-depressants; other 
opiates/opioid analgesics; hypnotics/sedatives; and anti-psychotics. 


2.10 Polysubstances 


In 2012, heroin/morphine in combination with alcohol was implicated in 17.0% of the 827 
psychoactive drug-related Drug Strategy deaths reported to NPSAD. Where _ other 
hypnotics/sedatives combined with heroin/morphine were implicated, these cases made up 
10.3% of reported deaths, whilst 9.8% involved heroin/morphine implicated in combination with 
other opiates/opioid analgesics. Methadone was implicated in combination with heroin/morphine 
in 9.7% of cases. 


When implicated in combination, several different substance types often featured with alcohol. 
Alcohol was implicated in 50.0% of all deaths involving cannabis; 40.5% involving 
hypnotics/sedatives; 39.8% involving heroin/morphine; and 38.5% of deaths in which methadone 
was implicated. 


Over the past decade, around one-fifth (19.5%) of drug-related deaths has involved 
heroin/morphine in combination with alcohol, and in 2012 8.5% of deaths involved other 
Opiates/opioid analgesics combined with alcohol, and in 9.3% of deaths, heroin/morphine and 
other opiates/opioid analgesics were combined. The combination of heroin/morphine and other 
opiates/opioid analgesics fluctuated between 4.3% and 10.3% over the past ten years. 


The most prevalent substance combinations implicated during 2003-12 in deaths were: heroin/ 
morphine with alcohol (19.5%); heroin/morphine with hypnotics/sedatives (11.8%); and 
hypnotics/sedatives with alcohol (9.7%). Combinations of drugs, with or without alcohol, pose 
greater risks for mortality (Ghodse et al., 2010). 


2.11 Single substances 


In 2012, there were 247 (29.9%) Drug Strategy deaths involving psychoactive substances 
reported to NPSAD in which only one of the following substances was implicated. Of these 
single substance deaths, heroin/morphine accounted for 33.2%; methadone for 15.8%; other 
Opiates/opioid analgesics -— 13.0%; cocaine - 8.5%; ecstasy-type drugs —- 7.7%; 
hypnotics/sedatives — 7.3%; anti-depressants — 5.7%; amphetamines — 5.3%; GHB/GBL — 2.4%; 
anti-epileptics — 0.8%; and cannabis — 0.4%. 


2.12 Prescribed psychoactive drugs 


Of the 865 Drug Strategy cases reported to NPSAD for 2012, 56.1% (n = 485) were reported as 
being prescribed psychoactive drugs at the time of their death (Table 2.12). Of those being 
prescribed such drugs, the most common prescribed medications were anti-depressants 
(54.8%); hypnotics/sedatives (40.8%); other opiates/opioid analgesics (35.2%); methadone 
(21.0%); anti-psychotics (18.7%); anti-epileptics (18.3%); heroin/morphine (8.2%); and anti- 
Parkinson’s drugs (1.9%). 
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‘Polypharmacy’, i.e. multiple prescriptions of psychoactive drugs, occurred in 66.4% (322/485) of 
cases. 


As with NPSAD cases, age appeared to be related in some way to whether cases were being 
prescribed psychoactive medication when prescribing history was known (n = 685). Those aged 
14 and under were not prescribed any psychoactive medication; amongst 15-24 year olds, 
33.3% were prescribed psychoactive medication; 25-34 — 61.7%; 35-44 — 75.1%; 45-54 — 
76.7%; 55-64 — 88.5%; and 65 & over — 73.3%. 


The following paragraphs further examine the Drug Strategy deaths and the involvement of 
prescribed medication. 


Of those being prescribed psychoactive medication (n = 485), prescribed hypnotics/sedatives in 
combination with anti-depressants accounted for 19.6% of cases in 2003 and 26.0% in 2012. 
Hypnotics/sedatives in combination with other opiates/opioid analgesics accounted for 11.4% of 
cases in 2003 compared to 19.4% in 2012. Anti-depressants were prescribed together with other 
Opiates/opioid analgesics in 8.4% of cases in 2003 and 21.5% of cases in 2012. 


In 2012, methadone alone and in combination with other drugs, was implicated in 231 cases. Of 
these, 66.7% may have obtained methadone from illicit sources, compared to 33.3% who were 
known to be receiving prescribed methadone prior to their death. Methadone alone was 
implicated in 39 cases. Of these, 74.4% may have obtained the drug from illicit sources, 
compared to 25.6% who were known to be receiving prescribed methadone. 


Table 2.12: Prescribed psychoactive medication, “drug misuse” deaths reported to 
NPSAD, England, 2012 


Number (%) of cases on Number (%) of these 
prescribed cases where same 

psychoactive medication prescribed drug was 
by drug implicated in death 


TOTAL 485 (100.0) 


Drug category 


102 (21.0) 


Other opiates/opioid 171 (35.3) 
analgesics 


Note: Column totals may sum to more than 100% since more than one substance may be prescribed to an individual 
and more than one substance may be implicated in a death. 


Hypnotics/sedatives, alone and in combination with other drugs, were implicated in 220 cases. 
Of these, 56.8% may have obtained them illicitly, compared to the 43.2% who were known to be 
receiving a prescription for this drug. Eighteen cases had hypnotics/sedatives alone implicated in 
their death, of whom eight (44.4%) had received the drug on prescription, compared to 10 
(55.6%) who may have obtained it illicitly. 


Anti-depressants, alone and in combination with other drugs, were implicated in 163 cases. Of 
these, 62.6% were known to be receiving prescribed anti-depressants at the time of their death, 
compared to 37.4% who may have used drugs prescribed for others. Anti-depressants alone 
were implicated in 14 cases. Of these, nine (64.3%) were known to be receiving prescribed anti- 
depressants, compared to five (35.7%) who may have used drugs prescribed for others. 


Other opiates/opioid analgesics (e.g. dihydrocodeine, dextropropoxyphene) alone and in 
combination with other drugs, were implicated in 238 cases. Of these, 59.7% may have obtained 
the drug by other means, compared to the 40.3% who were known to be receiving prescribed 
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opiate/opioid analgesics prior to their death. Other opiates/opioid analgesics alone were 
implicated in 32 cases. Of these, only half were prescribed the drugs, meaning 16 individuals 
obtained the drugs by other means. 


Heroin/morphine, alone and in combination with other drugs, was implicated in 354 deaths. The 
majority (91.0%) of these cases were not prescribed heroin/morphine, and as such may have 
obtained the drug illegally. Only 9.0% of the cases with heroin/morphine implicated were 
receiving the drug on prescription. Where heroin/morphine was implicated alone, out of 82 
cases, only 9.8% of these were they known to be prescribed the drug, meaning 90.2% may have 
obtained heroin/morphine illegally. 


Drug abuse/dependence 


Drug abuse/dependence status was known in 655/865 cases. Such status was not known in 210 
individuals, and as such these cases have been removed from the below analysis. 


Where such information was known, those with drug abuse/dependence history (DA) accounted 
for 71.9% of cases (n = 471/655). Individuals listed as non-drug abusers (NDA) accounted for 
28.1% (n = 184/655). 


2.13 Demography 


A greater proportion of those with a history of drug abuse/dependence (DA) were male than 
those without such a history (NDA) (80.3% vs. 57.1%); and also a greater proportion of DAs than 
NDAs were younger than 45 years of age (75.6% compared to 51.6%). The median age at death 
for DAs was 39 years (interquartile range = 11), while that for NDAs was 44 years (interquartile 
range = 22). 


Where ethnicity was known, there was a very similar proportion of cases recorded as belonging 
to a White ethnic group for both DA and NDA cases (97.1% vs. 97.0%). 


A slightly greater proportion of DAs than NDAs lived alone (44.6% vs. 40.2%) and were of no 
fixed abode (4.5% vs. 0.5%). NDAs however, more commonly lived with others (53.3% vs. 
36.3%). 


Proportionately more DA cases were unemployed (56.5% vs. 31.5%); whilst NDA cases were 
more commonly employed (29.9% vs. 25.1%); or retired/receiving invalidity benefits (23.4% vs. 
2.5%); or carrying-out childcare (3.8% vs. 1.5%). 


2.14 Location of death 


With respect to the location of death for DAs and NDAs, in both groups the majority died at 
home or at a defined residential address (73.7% of DAs and 77.7% of NDAs). Hospital deaths 
accounted for very similar proportions of NDA (13.0%) and DA (12.7%) deaths. 


2.15 Underlying cause(s) of death 


The deaths of DAs were more commonly attributed to accidental poisoning than NDAs (86.2% 
vs. 54.9%) (see Figure 2.15). NDAs, by contrast, had a greater proportion of deaths than DAs 
resulting from intentional self-poisoning (26.6% vs. 3.0%) and poisoning of undetermined intent 
(15.8% vs. 5.7%). 


2.16 Manner of death 
A similar pattern is exhibited with regard to manner of death. DAs more commonly had deaths 
resulting from an accident than NDAs (86.4% vs. 52.7%). Conversely, the deaths of NDAs when 


compared to DAs, were attributed more often to suicide (26.6% vs. 3.0%), or to an undetermined 
manner (15.8% vs. 6.2%) 
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Figure 2.15: Principal underlying causes(s) of death by drug abuse/dependence history, 
“drug misuse” (DS) deaths, England 2012 
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Changes between 2011 and 2012 


The following section compares deaths in 2012 with those that occurred in 2011. Drug Strategy 
(DS) deaths in 2012 are reported as 865, whereas in 2011, 1,026 cases were reported. This is a 
decrease in reported DS deaths of 15.7% in 2012; however this does not mean there was an 
actual drop of this magnitude between the years. This reduction in reported cases is likely due to 
a combination of a reduced catchment period for drug-related death notifications compared with 
the previous report and a lower coverage rate of Coroners voluntarily reporting to the 
Programme. Furthermore, due to the nature of the Coronial reporting system and lengthy 
inquest procedures, the figures for 2012 (and 2011, to a lesser extent) can be expected to 
increase as further inquests on drug-related deaths are completed and reported to the 
Programme. 


2.17 Demography 


There were minor changes between 2011 and 2012 in terms of the demographic profile of 
cases. Whilst median age at death; ethnicity; gender; and living arrangements remained stable, 
there were slight changes in other aspects. The proportion of cases listed as unemployed fell by 
4.1% (from 53.3% to 49.2%), and the number of individuals listed as having a history of drug 
abuse/addiction when such information was known rose marginally by 1.2%, from 70.7% to 
71.9%. A rise of 1.1% was also observed in the number of deaths occurring at the deceased’s 
home or other private residential address (from 72.4% to 73.5%). A 3.8% rise was seen in 
hospital deaths (from 10.8% to 14.6%). 


2.18 Underlying cause(s) of death 
The number of deaths due to accidental poisoning remained stable, at 75.7% in 2011 to 75.5% 
in 2012, whilst deaths attributed to intentional self-poisoning decreased by 3.5%, from 13.4% to 


9.9%. Meanwhile, there was a negligible increase in poisonings of undetermined intent, from 
9.3% to 9.9%, and deaths from other causes rose from 1.7% to 4.6%. 
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2.19 Manner of death 


There was a very minor decrease in accidental deaths between 2011 and 2012 from 75.1% to 
74.6% and a decrease in suicides from 13.5% to 9.9%. Cases in which the manner of death was 
undetermined showed a small decrease, from 9.6% in 2011 to 10.5% in 2012. 


2.20 Psychoactive substances implicated in death 


In 2012 there were 827/865 Drug Strategy deaths that involved psychoactive substances; 16 
cases were therefore excluded from the following analyses due to their not involving 
psychoactive substances. In 2011, 994 of the 1,026 DS cases reported involved psychoactive 
drugs. 


2.21 Psychoactive substances, both alone and in combination 


There was a marked increase in the proportion of deaths attributed to heroin/morphine in 2011 
compared to 2012 (37.9% vs. 42.8% of deaths). As such, heroin/morphine still remains the most 
frequently implicated substance in deaths of DS cases. A further marked rise was seen in the 
proportion of cases in which alcohol was implicated in combination with other psychoactive 
substances (from 29.9% to 35.1%). A large drop was seen in the number of deaths involving 
methadone, alone or in combination (from 34.6% to 27.9%). 


Minor increases were seen in the proportion of cases in which amphetamines; anti-depressants; 
anti-Parkinson’s; anti-psychotics; cannabis; ecstasy-type drugs; GHB/GBL; and _ other 
opiates/opioid analgesics were implicated. Minor decreases were found in the number of cases 
in which anti-epileptics and hypnotics/sedatives were implicated (Table 2.21). 


2.22 Single substance 


Small increases were seen in single-substance deaths in which anti-depressants; cocaine; 
ecstasy-type drugs; GHB/GBL; and hypnotic/sedatives were implicated. 


A 4.4% reduction between 2011 and 2012 was seen in the percentage of cases in which 
methadone alone was implicated (9.1% to 4.7%). Deaths involving only other opiates/opioid 
analgesics fell (6.0% to 3.9%), as did deaths involving heroin/morphine alone (10.9% to 9.9%). 
Other minor falls were seen in deaths involving anti-epileptics and anti-psychotics (Table 2.22). 
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Table 2.21: Changes in percentages of psychoactive substances, alone and in 
combination, implicated in psychoactive substance “drug misuse” deaths, 
England, 2011 and 2012 


2011 2012 Change 
Substance (n=994) (n=827) (percentage 
% % points) 
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Table 2.22: Changes in percentages of psychoactive substances implicated alone in 
psychoactive substance “drug misuse” deaths, England, 2011 and 2012 


2011 2012 Change 

Substance (n=827) (percentage 
% points) 

Amphetamines 
Anti-depressants 
Anti-epileptics 
Anti-Parkinson’s 
Anti-psychotics 
Cannabis 
Cocaine 
Ecstasy-type drug 
GHB/GBL 
Heroin/morphine 
Hypnotics/sedative 
Methadone 
Other opiates/ 
opioid analgesics 
Column highlighted in: __] does not include deaths in 2011 reported since the last report and is therefore not used in the 
change in percentage point calculations 
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Deaths per 100,000 population by area 


This section provides a break-down of information by different geographical units for deaths 
meeting the Drug Strategy definition of those aged 16 years and older. Table 2A gives 
breakdowns for number of reported NPSAD deaths and death rate per 100,000 population for 
the Drug and Alcohol Action Team (DAAT) area for cases’ usual area of residence and place 
of death. Table 2B gives detailed breakdowns by place of death DAAT area for key aspects, 
such as key demographic details and primary drugs implicated, for cases of all ages. 


Drug and Alcohol Action Team areas with highest and lowest rates in 2012 


The following five DAAT areas in England had the highest reported Drug Strategy death rates 
per 100,000 population in 2012 for individuals resident within their coverage area (but did not 
necessarily die there): Blackpool (17.18 = +3.88 compared to 2011); Blackburn with Darwen 
(8.81 = -1.55); Liverpool (8.72 = +2.07); Brighton and Hove (8.25 = +0.1); and Sunderland 
(7.03 = +1.36). 


The highest rates of Drug Strategy deaths reported for 2012 for individuals that died within 
specified DAAT areas (but were not necessarily resident there) were found in: Liverpool (9.49 
= +2.04); Blackburn with Darwen (8.81 = -1.91); Sunderland (6.87 = +1.2); Brighton and Hove 
(6.94 = +0.60); and Blackpool (6.87 = -6.43). The death rates per 100,000 population for all 
DAAT areas can be found in Table 2A. 


It is important to note that due to the geographic coverage of DAAT areas and Coroners’ 
jurisdictions not always being equivalent, it is not possible to give clear statements with 
regards how the figures presented here for DAAT areas have been affected by those 
Coroners’ jurisdictions that did not submit drug-related death notifications to the Programme. 


Table 2B provides detailed breakdowns for Drug Strategy deaths by DAAT area reported to 
the Programme, with specific details of information such as age group and primary drug 
groups implicated. Comparing the drug types implicated for different English regions shows 
that certain drugs were implicated more often in certain regions than others, and the overall 
patterns seen are broadly similar to those for reported NPSAD cases. For example, in the 
South of England heroin/morphine was implicated in 49.7% of DS cases, whilst in the 
Midlands and East of England this figure dropped to 35.7%. Methadone was implicated most 
frequently in the Midlands and East of England (34.4% of deaths), whilst in the South of 
England it was implicated in just 16.8% of deaths. London showed the lowest proportion of 
deaths attributed to hypnotics/sedatives (19.4%), which contrasts with the South of England in 
which these drug types were implicated in 31.2% of cases. As in 2011, London showed the 
highest proportion of cocaine-related deaths (21.0%), whilst it was only implicated in 4.5% of 
deaths in the Midlands and East of England. Ecstasy-type drugs were implicated in 6.4% of 
deaths in DAAT areas in the North of England, whilst only 1.2% of cases in the South of 
England had drugs such as ecstasy implicated. 
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Commentary 


The demographic profile of “drug misuse” deaths in England remains generally consistent with 
previous reports: a higher proportion of males to females; predominantly White; with the majority 
under 45 years of age. The proportion of “drug misuse” deaths reported to the Programme amongst 
those aged under 25 years has dropped between 2010-12 by 1.7%; and 6.2% over the past decade. 
Meanwhile, the proportion of those aged 35-44 years has increased by 6.6% since 2003. 


Accidental poisoning still remains the most frequent underlying cause of death across all age groups. 
In comparison with females and males of younger age groups, older females again show a greater 
proportion of deaths attributed to intentional self-poisoning. 


Amongst males, heroin/morphine followed by alcohol in combination were the most frequently 
implicated drugs in their deaths, whilst in females it was heroin/morphine, closely followed by other 
Opiates/ opioid analgesics. In 2011, anti-depressants contributed to the greatest proportion of female 
deaths. 


“Drug misuse” deaths reported to the Programme for 2012 suggest an increase in the involvement in 
death of amphetamines; anti-depressants; anti-Parkinson’s; anti-psychotics; cannabis; cocaine, 
ecstasy-type drugs; GHB/GBL; heroin/morphine; other opiates/opioid analgesics; and alcohol in 
combination. Deaths involving anti-epileptics; hypnotics/sedatives; and methadone have decreased. 
The plateau in monovalent deaths noted in last year’s report appears to have ended, with a 
substantial drop from 36% in 2011 to around 30% in 2012. Heroin/morphine combined with alcohol 
remains the most frequently implicated polysubstance combination over the past decade, followed by 
heroin/morphine combined with hypnotics/sedatives, and then hypnotics/sedatives with alcohol. 


The most commonly prescribed medications implicated in death were anti-depressants; other 
Opiates/opioid analgesics; hypnotics/sedatives; followed by methadone. Taking into account known 
prescription status of individuals in which hypnotics/sedatives; other opiates/opioid analgesics; and 
heroin/morphine were implicated, upwards of 56.8% of these individuals with these drugs implicated 
in their deaths may have obtained the drugs illegally. Over 66.7% of those cases in which methadone 
was implicated may have obtained the drug illegally. 


It has to be acknowledged that there are some distinct differences between the definition of drug- 
related death used by NPSAD and that of “drug misuse” employed by Government departments to 
monitor trends in the effectiveness of the Government’s Drug strategy. 


Whilst the main source of information for the Office for National Statistics is the medical certificate of 
death, supplemented by part V of the Coroner’s Inquisition form, NPSAD receives detailed information 
from inquests with reports from various sources (including toxicology) to the Coroner to determine the 
cause of death and thus the verdict. Both sets of data are of value and complementary. The detailed 
data from Coroners allows for the Programme to contribute to early warning monitoring systems, 
providing information on the epidemiology of Novel Psychoactive Substances (including “legal highs’), 
as well as on prescribing history, risk factors, etc. Both sources of data are needed to obtain a fuller 
understanding of the nature of drug-related mortality in England, and the UK as a whole. 
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Table 2A: Drug Strategy cases in 2012 by Public Health England Regions, Centres and 
Drug and Alcohol Action Teams (16 years and over) — number and rate per 100,000 
population 


Drug and Alcohol Action Team Number and annual Number and annual death 
death rate per 100,000 rate per 100,000 
population — usual area population — place of death 
of residence 


ENGLAND No Rate No Rate 


NORTH OF ENGLAND 


1. North East _ 

County Durham 14 3.29 2 0.47 
Darlington 3 3.52 3 3.52 
Gateshead ; z e Z 
Hartlepool - - - - 
Middlesbrough 3 2.71 3 2.71 


Newcastle upon Tyne - = 2 : 


North Tyneside 8 4.82 9 5.43 
Northumberland 6 2.28 4 1.52 
Redcar & Cleveland 3 2.71 2 1.80 
South Tyneside = 2 : : 
Stockton-on-Tees 2 1.29 2 1.29 
Sunderland 16 7.03 18 7.91 
2. Cumbria & Lancashire 

Blackburn with Darwen 10 8.81 10 8.81 
Blackpool 20 17.18 8 6.87 
Cumbria 19 4.57 17 4.09 
Lancashire 48 4.99 44 4.58 
3. Yorkshire & Humber 

Barnsley 1 0.53 = = 
Bradford 13 3.24 12 2.99 
Calderdale 1 0.61 1 0.61 
Doncaster 11 4.48 5 2.04 
East Riding of Yorkshire 5 1.79 6 2.14 
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Kingston upon Hull 14 6.72 14 6.72 
Kirklees 8 2.36 6 1.77 
Leeds 27 4.38 27 4.38 
North East Lincolnshire = = . 
North Lincolnshire 2 1.46 1 0.73 
North Yorkshire 3 0.60 4 0.80 
Rotherham 5 2.39 3 1.44 
Sheffield 3 0.66 1 0.22 
Wakefield 12 4.49 12 4.49 
York = 1 0.60 
4. Greater Manchester 

Bolton 10 4.52 7 3.16 
Bury - - 1 0.67 
Manchester 23 5.62 28 6.84 
Oldham 1 0.57 - = 
Rochdale : & : : 
Salford 4 2.09 4 2.09 
Stockport 6 2.60 7 3.04 
Tameside 12 6.77 11 6.20 
Trafford 3 1.65 2 1.10 
Wigan 2 0.77 2 0.77 
5. Cheshire & Merseyside 

Cheshire 13 2.25 15 2.59 
Halton 2 1.98 1 0.99 
Knowsley 2 1.70 = = 
Liverpool 34 8.72 37 9.49 
Sefton 3 1.32 2 0.88 
St Helens - - - - 
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Drug and Alcohol Action Team Number and annual Number and annual death 
death rate per 100,000 rate per 100,000 
population — usual area | population — place of death 


of residence 


NORTH OF ENGLAND Rate No Rate 
Warrington 6 3.64 5 3.03 
Wirral 12 4.60 10 3.83 


6. East Midlands 


Derby 4 2.01 3 1.51 
Derbyshire 15 2.35 13 2.04 
Leicester 4 1.53 2 0.77 
Leicestershire 4 0.74 2 0.37 
Lincolnshire 2 0.34 1 0.17 
Nottingham 2 2 E : 
Nottinghamshire 1 0.15 2 0.31 
Rutland = = = = 
7. West Midlands 

Birmingham 15 1.79 18 2.15 
Coventry a 2 = 
Dudley 1 0.39 1 0.39 


Herefordshire : 2 e z 


Sandwell 1 0.41 - - 

Shropshire 7 2.74 6 2.35 
Solihull 1 0.60 1 0.60 
Staffordshire 18 2.56 13 1.85 
Stoke-on-Trent 9 4.48 9 4.48 


Telford & Wrekin z : - z 


Walsall 3 1.40 2 0.93 
Warwickshire 1 0.22 - - 
Wolverhampton : - - - 
Worcestershire 2 0.43 = = 
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Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 


of residence death 


MIDLANDS & EAST OF ENGLAND No Rate No Rate 
8. Anglia & Essex 


Cambridgeshire 1 0.19 1 0.19 
Essex 1 0.09 2 0.17 
Norfolk 28 3.89 29 4.03 
Peterborough 1 0.68 1 0.68 
Southend-on-Sea = = = = 

Suffolk 7 1.17 3 0.50 
Thurrock : E 2 rm 


9. South Midlands & Hertfordshire 


Bedfordshire 9 2.67 9 2.67 
Hertfordshire 22 2.44 19 2.11 
Luton 8 5.05 7 4.42 


Milton Keynes = = = = 


Northamptonshire 14 2.50 12 2.14 


10. London boroughs 


Barking & Dagenham - - 1 0.71 
Barnet = =. si > 
Bexley 1 0.54 1 0.54 
Brent = = = = 
Bromley 2 0.79 3 1.19 
Camden 2 1.07 1 0.53 


City of London - - - - 


Croydon 2 0.69 3 1.04 
Ealing 5 1.85 5 1.85 
Enfield 2 = 2 2 

Greenwich 2 0.98 2 0.98 
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death rate per 100,000 death rate per 100,000 
population — usual area population — place of 


Drug and Alcohol Action Team Number and annual = Numberandannual ~ 


of residence death 
/}LONDON  ———CMCiCNo”~~———sC Rate =—=———CONS—ssCéRate 
Hackney 4 2.00 2 1.00 
Hammersmith & Fulham 8 5.34 9 6.00 
Haringey - = = e 
Harrow = = = 2 
Havering 1 0.51 = = 
Hillingdon 4 1.80 4 1.80 
Hounslow 10 4.86 10 4.86 
Islington 3 1.69 1 0.56 
Kensington & Chelsea 2 1.52 1 0.76 
Kingston upon Thames 6 4.53 5 3.78 
Lambeth 1 0.39 1 0.39 
Lewisham 1 0.45 1 0.45 
Merton 2 1.23 = = 
Newham - - = = 
Redbridge 1 0.45 - - 
Richmond upon Thames 2 1.32 3 1.99 
Southwark 2 0.84 = = 
Sutton 2 1.29 3 1.94 
Tower Hamlets 5 2.38 3 1.43 
Waltham Forest - 0.97 = = 
Wandsworth 1 0.39 1 0.39 
Westminster 1 0.53 2 1.06 


SOUTH OF ENGLAND 


11. Surrey, Sussex & Kent 
Brighton & Hove 19 8.25 16 6.94 


East Sussex 9 2.05 5 1.14 
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Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 


of residence death 

SOUTH OF ENGLAND No Rate No Rate 
Kent 11 0.92 11 0.92 
Medway towns 0 0.00 0 0.00 
Surrey 17 1.84 20 2.17 
West Sussex 15 2.24 14 2.09 
12. Thames Valley 

Bracknell Forest 1 1.09 1 1.09 
Buckinghamshire 8 1.96 u 1.71 
Oxfordshire 4 0.75 4 0.75 
Reading - - - - 
Slough 2 1.86 2 1.86 


West Berkshire 2 2 a : 


Windsor & Maidenhead 4 3.42 5 4.28 
Wokingham - - = > 
13. Wessex 

Bournemouth 10 6.36 9 5.73 
Dorset 6 1.72 6 1.72 
Hampshire 12 1.11 8 0.74 
Isle of Wight 0 0.00 0 0.00 
Poole 4 3.26 4 3.26 
Portsmouth 3 1.78 2 1.19 
Southampton 6 3.06 2 1.02 
14. Devon, Cornwall & Somerset 

Cornwall & Isles of Scilly 8 1.78 6 1.34 
Devon 15 2.42 15 2.42 
Plymouth 2 = = = 
Somerset 9 2.04 10 2.27 
Torbay 1 0.91 = = 
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Drug and Alcohol Action Team Number and annual Number and annual 
death rate per 100,000 death rate per 100,000 
population — usual area population — place of 


of residence death 


SOUTH OF ENGLAND No Rate No Rate 
15. Avon, Gloucestershire & 
Wiltshire 

Bath & North East Somerset - - - = 


Bristol - - - - 


Gloucestershire 1 0.60 1 0.60 


North Somerset 19 3.84 15 3.03 


South Gloucestershire « : 5 5 


Swindon 7 4.12 7 4.12 


Wiltshire 3 0.78 3 0.78 


Note: In addition there were a number of cases that could not be allocated to specific DAAT areas because they were of no 
fixed abode and/or the jurisdiction in which the inquest was held covers more than one DAAT. Some cases were usually 
resident outside the UK. Where no reported deaths could be assigned to a DAAT area, they are marked thus: - 
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Table 2B: “Drug misuse” cases in 2012 by Drug and Alcohol Action Team according 
to Public Health England Regions and centres demographics and drugs implicated 


Drug and No Gender Age group Ethnicity Main Drug Strategy drug 
implicated 


Icohol Action 
eam 


2 5 

5 ) ££] «| 9 & 

& & Onl econ & 

Ss g 22322 § 
ENGLAND 
NORTH OF ENGLAND 
1. North East 
County Durham Slelo0ololololol2z/lolvolilsolalolililolalolal| oa 
Darlington si[z2ififoflililvlifslolololifolofloleatililiailololi: 
Gateshead - - - - - - - - - - - | - - - | - - | - - - | - - 
Hartlepool = ile i= |-=e ele ede ie Lele de de de ee de Le ye Le 
Middlesbrough sililf2z2ltlolal2tifstolololslilelolololz/l2lelolola 
Newcastle upon 
Tyne Sd At sky | Ta cg ea te | | ae (Cs | ae a) |e Uae eae | t(cota N | 
North Tyneside G9ilalelololslils]ilelolo]leloeolololilol4al4lole2lia 
Northumberland 4{[alafo}qajyasyasyiaslolofelelololalilileleoelol|e 
Redcar & BEN eae gelinon| Ge 2s \en eon |lmonl| soed|e2aletorlli tor leon 001i lon onl Pron lacmllico 
Cleveland 
South Tyneside = |e fe | =e |e |e de Le be Le ee Le de ea be ee | = de 
Stockton-on-Tees | 2 | 2 ]0]0{]0{]0j/]1/{/1/)0/]0/;2{]0/0/0/)0/);0jf0};0+}f0/0/0 
Sunderland @®/i/olelolele6lele2to]olivj/olololilrvisi4itaiai|e 
2. Cumbria & Lancashire 
Blackburn with TOA eles on Nutone eae ovele eal agieleoull sonic: esc |apelleseliecalliianll salieos leg 
Darwen 
Blackpool Blelololil2alsliltilsfolslolclololeélolelaiali 
Cumbria i7j/im]l4f)fol]l4]a2);alilelsailivl|lolololol4a|lsiwi)aifiali 
Lancashire av || 88 || idl || © & | ao | i i |i] o]lold |@elié)am]) ses] 2i]a 
3. Yorkshire & Humber 
Barnsley el ee ae eal ee eae eae el alee eee ete le 
Bradford 2loelsl/olol;ea 4 e6lololslololalilelelolv7i|ile 
Calderdale 1 1 |0 ©lilolololo]lo]ialoel]o le ©l/olololo|oali 
Doncaster Silaialofafalialadalol4al]oala Olfilfoltalilialola 
Ee ER) o Gl eee Al) Om ciel ie Sei el eon onl ias call cmon | onl) son i-gallieinliienllimeallleom|io 
Yorkshire 
a Upon dagen heel 08) ae lee | 26: leh eon eon t34) con yeco) eon ler) ieee lise )|os)|eanilsenilie 
Kirklees 6lse]lalolo]ails ©f/ololslolololileloliloloaloa 
Leeds 27/18/9}]0/3 ]5 1/13} 3 ]2/]14/21/0/0]0/)6+411/)/ 9/10) 2/04] 0 
North East PES oy AN BSE aed Hae | gee WUE MIE OM eT AD Leal eee Sl eee ime Alle celle Ml) =.) Alli all adie, MNS 
Lincolnshire 
North : 1/@falololalololololol;lalfololalialolilololea 
Lincolnshire 
North Yorkshire 4/aifofoaflo]/o]lial;salfolofo]j/o]lo]lol4alilol]lolol]olo 
Rotherham Sialofoaolo]ale;ol;ololfo)}/o]lo]}lol;fayalililolia lo 
Sheffield 1 i{/@f/o]fo]/o];alol;lololiailolololololololol]i|o 
Wakefield 2/eolsilolialealealealiailolmlol;lololilalelse]alyialo 
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York 1 if/ofelo)lolaslolololaloeloelololilolileoelole 
4. Greater Manchester 

Bolton rF/|16Bilafolo}lalalylal]o li: i{[oj]lolo|l@e]4|i 2 | o | ¢ 0 
Bury 1 ifololo]lolol;iailolo]liailelololololololoalole 
Manchester Bld Ml ol2\is)/4]sliel]2isl]olololmlmilsalsalalole 
Oldham - - | - - | - bot | S| Se - | - - - | - Sil - - | - - | - 
Rochdale 2 - - - - - - - - - - - - - - - - - - - - 
Salford 4l[aliflolo]/o/;2);2]o]/oflole]lolol4lolslol]l2|o|e 
Stockport Slal4a4floliaiflolslaltolol4]lia}so]l]ole/4/s/alelya]i: 1 
Tameside wilsilaelolil|ala4al eli i{/@fofofial4alefaltaltalale 
Trafford 2lelolalol}lolilolol: i/ofololalololi i | a io 
Wigan 2lilifolol]ol;iaisyisloloflolelololalililolelole 
5. Cheshire & Merseyside 

Cheshire Bilal 4]ololrvile2tlslolialm@lolololiail@eéls|lrvileliaile 
Halton i ifofolo)}alol;lolololailelolololilolololol|e 
Knowsley = ttl ee | (ees |e leet | eee Podesta cee |e Pe cc | es lees | lle | eco (| |i 
Liverpool wvilaolr7 | olols ileal, i | 2 /e@ 2 loli] ol) 2s i|wmlol]e2z 
Sefton 2lilifolol)ol;iysliaisfololelelolololilololi|ole 
St Helens - - | - = || = s || = |= a || be - - | - - | - - - | - - | - 
Warrington Slslofoflifliailealololils|lolololol4aloli 1 2 
Wirral wi7i4a4)ialo lila slol]ialmlolololilalelele 1 
MIDLANDS & EAST OF ENGLAND 

6. East Midlands 

Derby Si(alofo)lajo;isyolilolilelololalilolololole 
Derbyshire ®/i/Sisl/alo//4] eli l2li/lelololol7v l4]2lilole2{2 
Leicester 2lelolfalololililolole|tolo)]olo;ialeali 1/01] 0 
Leicestershire 2lilifolol;laislailyolololelelololololol]lijfolole 
Lincolnshire 1 i1/ofoqolo}l/ol;liailololol}liailelolololilolole 
Nottingham = | a ee eae ee ee le 
Nottinghamshire 2le2lololololilslislololilolol]loliailolalalo]: 1 
Rutland - = || = | 2 | = eet || Pee ||| lee - - | - - | - - - | - - | - 
7. West Midlands 

Birmingham @wi@2isilolealalsale2l6le2lolol]lolol#@®lelilel]lse]ol: 1 
Coventry Se (fee | secs (ect |e | es | (Ae | ee | P| | | | |e ee 
Dudley 1 i1f/ofelo]alolololo}liaileloeolololilolololol|e 
Herefordshire - - - - - - - - - - - - 
Sandwell - - - - - - - - - - - - - - - - - - - 
Shropshire 6ls5sliaflo)laijo;4a)sy;aflol]ololelololelels]ilolole 
Solihull if/olalolalolololololololololiflololialolole 
Staffordshire Wile) 4fole2liailrv7ialelolslololo/l4/e]ls]2lo/oli 
Stoke-on-Trent O©l7v7l2ltoiajsalseyljolilolilelololalalsl|ea2lolole 
Telford & Wrekin - - - - - - - - - - - - - - - - - - - - - 
Walsall 2Blilifolol}lis;ol;olilolelelololololijfoleolol|e 
Warwickshire - - - - - - - - - - - - - - - - - - - - 
Wolverhampton 1 if/oifalolololololololelol]ol|: i /of]of]ol]o |e 
Worcestershire = - - - - - - - - - - - - - - - - - - - - 
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Drug and Alcohol 
[Action Team 


Main Drug Strategy drug 
implicated 


Age group Ethnicity 


14 & under 

65 & over 
Heroin/ morphine 
Amphetamine 


8. Anglia & Essex 

Cambridgeshire i1f/@Ofifoflolololijfololololololijlolijlololole 
Essex 2/2]le0olol2]elo]lololololololole2zloleololalole2 
Norfolk alalslolilslalwHls|slololololol|l@slole]7]ilole 
Peterborough 1/@Ofiafofoloflijfololololijlolololololololole 
Southend-on-Sea | - | - | - | - | - | - | -|[-]- ]-[-]-]-[- ]-].- )- ],- [,- )- [- 
Suffolk Silalfolfofolislifliaiflololololololelifvfilolilo]e 
Thurrock - e |= | > |= oe eee ee ee ee ee - | - - | - | - 

9. South Midlands & Hertfordshire 

Bedfordshire Sil7ril2lolo]l2/;/ses]i2iifi] sie ijolol2]io/4]slol]e¢ 
Hertfordshire MilwWl _ slol4e se le ls slo l4]o]lo]o]e] 4] 6 ]mlilile 
Luton 7/[S]2]lolo]le]a]lilolol7/olololol4]s]ololale 
Milton Keynes 2a ee es earl ear ee a ee | eee eee a ee eae 
Northamptonshire | 12 | 8 | 4 {0/1 {|2{|7]0]1{1/10}0,/0}]0}]2]3]7]5{]0]0]0 
10. London boroughs 

pect) arte Tae oe) ee | ae eee ta ae ea oe | oe ae te | oe l) se faa 
Dagenham 

Barnet 2 e 2 : 2 - - - - - - - - - - - - - - - - 
Bexley 1iijlolololololilololilololololilolololale 
Brent SaaS Sala Sa ea aS ee aS aS a aes aS Salk 
Bromley Sslfolalololol2lilololilolololelolololilili 
Camden 1folilfolololololilolololololilololololole 
City of London =feiefle ee l= t-te dele l= dele Tele l= dele ie |- 
Croydon Si[salolololalilololol: Ololelilolololole 
Ealing Sl4a4lilolololslzlololzliloe d1]/afolololilfc 
Enfield 2 2 5 : - - - - - - - - - - - - - - - - - 
Greenwich 2ilololilfololololilolololole2i{e 0/0 | 0 
Hackney 2l[o]/2lolololol2zlololilolololilflilezlililole 
Puan ee te lo) eee | See | oa eae |e S| ee ae 
and Fulham 

Haringey . ee a eS a ee Sees 
Harrow 2 2 2 : 2 - - - - - - - - - - - - - - - - 
Havering = eh (ssa |e et em ges | een eae | fe nea ne | = ls (Vee || ea |= (eee | (e 
Hillingdon 4{[2][2]{olol2lolo li lil4azlololclolilolilolole 
Hounslow o@/e]l4folo]/s]lz2zlz2zlilolslolilolole4zlalslilile 
Islington 1filololololilolololilololololilolololaole 
Kensington & Pel ele) ae] elo ly |e) |e oa lobe | |e eo | als |e ls 
Chelsea 

praise Wee Bees tec onl ioe ietalleoe Weond ean leesell\ecellecell scence | 48 2 |llectalleoel incu ino 
Thames 

Lambeth 1],oyvilfolyilolololyololilolololololaolololale 
Lewisham 1]yilyolvolvolilvololo Jolilololololilyololilole 
Merton == fete lele te fe le le le le lel le le le Tele lel 
Newham ele feels Te] Tele Vle le Teale le ee Te Tele Te lel: 
Redbridge 2a aSSaawka Sea ease Sse Set asTese 
eo es Lee la lala le le lelelalel|elolelolelelalale]e 
Thames 

Southwark siete wels= dele ede de dele le dle dle dele tele dele 
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Sutton 3 2 1 0 0 1 1 1 0 0 2 0 0 0 1 2 3 1 0 0 0 


Tower Hamlets 3 1 2 0 0 0 1 0 1 1 1 0 0 0 2 0 2 2 1 0 0 
Waltham Forest - - - - - - - - - - - - - - - - - - - - - 
Wandsworth 1 0 1 0 1 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

Westminster 2 2 0 0 0 2 0 0 0 0 1 0 0 0 1 1 0 0 1 0 0 


SOUTH OF ENGLAND 


11. Kent, Surrey & Sussex 


Brighton & Hove | 16] 12/4/0/]/0,2{]5]5]{2]2/]1/0,/0}]0};0]5;]5]5{]21]0]0 
East Sussex Ssi[2i/alolfoliflilealilols]olololole2/lsia]lijfole 
Kent Hilo |l2ltolololr7] l2z]i2]ilo]l2/lolololealzv7lolililole 
Medway towns > f= ifs>e b> bebe te be Le Le Le be Le Le be be Le Le |e |e] = 
Surrey 20 | 16 2/9 3 0 17 6 | 3 

West Sussex 14/6 | 8 0 6 | 2 i |i] ia@| 7 | o|s | 2 

12. Thames Valley 

Bracknell Forest 1iifoflololilololololololololileloliloloale 
Buckinghamshire | 7 | 6 | 1]0}]1/1j{1/]3]0/]/1]4/]/1j]0j,0j]2],4/]/0}]3]1]0/41 
Oxfordshire 4{/4j/ol[/o]/o]/s]ilo]liflolololololol4] a] lifilijole 
Reading =f -[f=-f-it-]-if-i-f--t-]-]- --|-]- =] - | - | - L- 
Slough 2([2ilo lola lifilololololoalolol2|l2iolol2iole¢ 
West Berkshire = ce acs | tee (ec (Paes | ec | em ete |e a | |e fe | een (ce (= | ne |e 
Windsor & 

Nedcehesd Ssi/ai/2ifolfqaleal2lololololo]lolol/eliailailalajale 
Wokingham - | a= | P= a |= | facco|e | see | =a ed | = eee ce fc | a | ee Ra ( c= | (= 
13. Wessex 

Bournemouth Sl[seilsalololalalils lo ls]lolololo]lals]i2]io]lol]e 
Dorset S6l4]l2loliailol2lol2lilelolololo|lalo]l4]ijole¢ 
Hampshire Ssl[sesfoloflil4alalolololsilolololo|lololilolole 
Isle of Wight - si = |e =e = Weed e= We ie] Weds ie te We ee ed ea de 
Poole 4/2]/2][o]/o]i]/i]2ilolol4z]lolo]lolo]l2]iolilo]ole 
Portsmouth 2([2]ilol/of/alo]lilolilol lez lololololilfililijfole 
Southampton 2l[2/ilol/o]/o],ifilolololilolijfololijlolololole 


14. Devon, Cornwall & Somerset 
Cornwall & Isles 


6 4 2 0 0 0 4 1 1 0 4 0 0 0 2 1 3 2 1 1 0 


of Scilly 

Devon Gi/ti|4lol le l2) es] /2] 4 [2)ifolololmioelij2lololi 
Plymouth a fe fe ise ie |e ie ie |e |e pe Le Le Le | = fe fe Le Le = Le 
Somerset m/|silezezloaolo;,2i;e]lo]lo]lealmlolololol|l7l(l2\ialolo]|e 
Torbay = |= a fe | =e fs ile see es le Lele Le Le Te le 


15. Avon, Gloucestershire & Wiltshire 
Bath & North 
East Somerset 


Bristol - - - - - - - - - - - - - - - - = = = = 
North Somerset 1 Ofalololololololilololololi i/@o]lo]folol|e 
Gloucestershire IS | 7 8 0 1 8} 6 8 2 0 | 1a |] © 0 0 2 v 0 5 1 1 0 
South | seas (ee |e) eee Ice Lee (nee feces | (Le fate] ems |e | ee Pat cee fcc | ueens | neat Vat (he 
Gloucestershire 

Swindon 7/67 lolol ley ayia lolilriloelololo ls le2lelilole 
Wiltshire S| 2a oi 1 ifololol|lez2il[olololilelolezlolol|e 


Note: In addition there were a number of cases that could not be allocated to specific DAAT areas because they were of no fixed abode and/or 
the jurisdiction in which the inquest was held covers more than one DAAT. Some cases were usually resident outside the UK. Where no 
reported deaths could be assigned to a DAAT area, they are marked thus: - 
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Chapter 3: Drug-related deaths in Wales 
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This chapter describes the pattern of drug-related deaths in Wales reported by Coroners to 
NPSAD that meet the Programme’s case criteria. 


Profile of NPSAD cases 
3.1 Demography 


Notifications of 58 drug-related deaths occurring in 2012 which met the NPSAD case criteria 
were received from Coroners in Wales — a fall of 28.4% compared to 2011, when the number of 
such deaths was 81; whilst in 2010, 84 deaths were reported. However, this does not mean 
there was an actual drop of this magnitude between the years. This reduction in reported cases 
is likely due to a combination of a reduced catchment period for drug-related death notifications 
compared with the previous report and a lower coverage rate of Coroners voluntarily reporting to 
the Programme. Furthermore, due to the nature of the Coronial reporting system and lengthy 
inquest procedures, the figures for 2012 (and 2011 to a lesser extent) can be expected to 
increase as further inquests on drug-related deaths of those who died in these calendar years 
are finally completed (some inquests do happen in the same calendar year). However, the key 
information presented in this report is still highly valuable, as it is the percentage changes rather 
than absolute figures which are most informative, as they will be largely unaffected by 
fluctuations in overall reported deaths. 


The majority (75.9%) of the cases in 2012 were male (Table 3.1). The median age at death was 
36.0 years (interquartile range = 12.3) (Figure 3.1) and 86.2% of all cases were aged under 45 
years. Those who were unemployed accounted for 58.6% of cases, and the living arrangements 
showed 43.1% living with others. Addict status was known in 47 cases, 80.1% of which had a 
history of dependence or drug use. Ethnicity was known in 38 cases, and 97.4% of these were 
White; whilst 2.6% were Black. In 20 cases, ethnicity information was not provided. 


Table 3.1: Demographic variables for drug-related deaths reported by Coroners meeting 
NPSAD criteria, Wales, 2012 


Variable Category Number (%) 
TOTAL 8 100.0) 
(Male 44 (75.9) 
Employment status 


Not known 
Living arrangements 


With others 25 < 3. : 
No fixed abode 
Ethnicity 


20 (345) 


3.2 Location of death 
Most fatalities (74.1%) occurred at a defined residential address (i.e. the deceased’s home 


address or other private residential address). Deaths in hospital accounted for 10.3% of cases; a 
further 10.3% died in a public place such as a park; and 5.2% occurred at unspecified locations. 
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3.3 Cause(s) of death 


Accidental poisoning accounted for 89.7% of deaths, with 1.7% of deaths from intentional self- 
poisoning, and a further 1.7% from poisonings of undetermined intent. The remaining 6.9% died 
from other causes. 


Figure 3.1: Drug-related deaths reported by Coroners meeting NPSAD criteria, by age 
group and gender, Wales, 2012 
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Psychoactive substances implicated in death 
3.4 All substances 


Psychoactive drugs were directly implicated in 53/58 (91.4%) cases. The principal substances 
implicated alone or in combination were: heroin/morphine (54.7%); methadone (41.5%); 
hypnotics/sedatives (37.7%); other opiates/ opioid analgesics (15.1%); anti-depressants 
(15.1%); and alcohol in combination (13.2%) (Table 3.4). 


Figure 3.7 takes into account data where one of the following drugs was known to be implicated: 
alcohol in combination; amphetamines; anti-depressants; anti-psychotics; cannabis; cocaine; 
ecstasy-type drugs; heroin/morphine; hypnotics/sedatives; methadone; and other opiates/opioid 
analgesics. 


3.5 Single substances 


Single substance deaths accounted for 43.4% (23/53) of all fatalities where psychoactive 
substances were implicated. Heroin/morphine and methadone accounted for 73.9% (17/23) of 
these deaths when implicated alone (Table 3.4). 
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Table 3.4: Psychoactive substances implicated in deaths reported by Coroners meeting 
NPSAD criteria, Wales, 2012 


Number (%) of psychoactive Number (%) of 
Drug category drug cases where no other psychoactive drug cases 
substance was implicated where drug was implicated 
TOTAL 53 (100.0) 


7 (13.2) 
8) 


22 (41.5) 
Other opiates/opioid 
analgesics , 8 (15.1) 


Note: Column totals may sum to more than 100% since more than one substance may be implicated in death. Not all 
cases had psychoactive substances directly implicated in death: these are excluded from this table. 


3.6 Age and drug implicated in death 


Of the 53 drug related deaths where a psychoactive drug was implicated, heroin/morphine 
accounted for the most deaths in all age groups below 55 years old; whilst hypnotics/sedatives 
accounted for the most deaths amongst those aged 55 years and above when compared to any 
other drug type. Table 3.6 shows where any particular drug was implicated across the whole 
range of age groups. 


Table 3.6: Age and drug implicated in deaths meeting NPSAD criteria reported by 
Coroners, Wales, 2012 


Drug category most frequently implicated (alone or in combination) in each age 
group 


Hypnotics/sedatives 
Other opiates/opioid 
analgesics 


Heroin/morphine 
Anti-depressants 


combination 
Anti-psychotics 


Alcohol in 


faced a 
aca 


TOTAL 29 | 
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3.7 Gender and drug implicated in death 


The pattern of drugs implicated in mortality was somewhat different in male and female cases 
(Figure 3.2). 


Among male cases in which psychoactive drugs were implicated (n = 44), the three most frequently 
mentioned drugs were: 


1. Heroin/morphine (52.3%) 
2. Methadone (40.9%) 
3. Hypnotics/sedatives (40.9%) 


In female cases in which psychoactive drugs were implicated (n = 14), the top three drugs 
mentioned were: 


1. Heroin/morphine (42.9%) 
2. Methadone (28.6%) 
3. Other opiates/opioid analgesics (14.3%) 


Examining the principal differences between male and female deaths for implicated drugs reveals a 
higher proportion of male deaths involving: heroin/morphine; methadone; hypnotics/sedatives; and 
alcohol in combination with other drugs. A greater proportion of female deaths were attributed to 
other opiates/opioid analgesics than amongst males. 


Regional data 


This section contains information based on Welsh Drug and Alcohol Action Team (DAAT) areas. 


Data for Drug and Alcohol Action Team (DAAT) areas are given in Tables 3.8 and 3.9. Table 3.4 
shows the number of deaths by population (rate per 100,000 population aged 16 years and over), 
and show the age group; gender; ethnicity; and principal psychoactive drugs implicated in death. 


Heroin/morphine was implicated in the greatest proportion of deaths in lechyd Morgannwg (54.5%) 
and Bro Taf (52.3%), whilst Bro Taf also had the greatest proportion of deaths attributed to 
hypnotics/sedatives (38.1%) when compared with other DAAT areas. The two deaths located in 
Powys also both involved hypnotics/sedatives. 


Figure 3.7: Drug-related deaths meeting NPSAD criteria reported by Coroners, by selected 
psychoactive drug implicated, Wales, 2012 
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Table 3.8: Deaths by Drug and Alcohol Action Team (DAAT) area (16 years and over) — 
number and rate per 100,000 population, Wales, 2012 


Drug and Alcohol National and annual death rate per National and annual death rate 
Action Team Area 100,000 population — usual area of per 100,000 population — place 
residence of death 


| a 
Dyfed Powys 
Gwent® oe | es 


Note: There were two cases that were resident outside of Wales and two of unknown usual ame There were 16 deaths 
that could not be allocated to a specific DAAT. 
* Case details obtained through media sources thus incomplete coverage. 


Table 3.9: Deaths by Drug and Alcohol Action Team area — demographics and drugs 
implicated, Wales, 2012 
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oxen 3 
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ns ee 


sori Wales There were =a airs that could not be allocated to a specific DAAT. 
* Case details obtained through media sources thus incomplete coverage. 
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Commentary 


There was a higher ratio of male to female (4.25:1) drug-related deaths in Bro Taf compared to 
other areas in Wales in 2011. The majority of deaths in Wales were amongst those aged 25 to 44 
years, which is a pattern seen across the UK. Deaths of those aged 15-24 occurred in Bro Taf and 
Dyfed Powys. 


The proportion of deaths attributed to heroin/morphine was higher in Wales than in any other part 
of the UK, having been implicated in 54.7% of cases. The proportion of cases in which methadone 
was implicated was second only to Scotland, being involved in 41.5% of deaths, which is almost 
double that of England. Meanwhile, the role other opiates/opioid analgesics played in Welsh deaths 
was substantially lower than other countries in the UK (15.1% in Wales vs. 60.8% in Northern 
Ireland). 
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Chapter 4: Drug-related deaths in Northern Ireland 
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This chapter describes the pattern of drug-related deaths in Northern Ireland reported by Coroners 
and from registrations data supplied by The Northern Ireland Statistics and Research Agency 
(NISRA) recorded by the General Register Office for Northern Ireland. 


Profile of NPSAD cases 
4.1 Demography 


Notifications of 78 drug-related deaths occurring in 2012 which met the NPSAD case criteria were 
received from NISRA and Coroners. In 2011 the number of such deaths was 82; whilst in 2010, 80 
deaths were reported (these figures include deaths in these years reported in 2012-13). This 
represents a fall of 4.9% in reported deaths in Northern Ireland from 2011-12. 


In 2012, 64.1% of cases were male (Table 4.1), and 35.9% were female. Unemployed individuals 
made up 53.8% of the cases, and 50.0% of cases lived with others. Ethnicity was known in 62 
cases with all decedents being White, and in the remaining 16 cases ethnicity was not known. 
Addict status was known in 20/78 cases, 12 (60.0%) of which had a history of drug use or 
dependence. 


The median age at death was 40.5 years (interquartile range = 17.3). Over half of the decedents 
(53.8%) were under the age of 45 years. 


Table 4.1: Demographic variables for drug-related deaths reported by NISRA and 
Coroners meeting NPSAD criteria, Northern Ireland, 2012 


Variable Category Number (%) 


TOTAL 78 (100.0) 
ees Ee 
Employment status 


10 125 


Living arrangements Alone 


Alone 
Ethnicity 


4.2 Location of death 

Most fatalities (93.6%) occurred at a defined residential address (i.e. the deceased’s home 
address or another private residential address); with 5.1% deaths occurring in hospital and 1.3% 
in a public place, such as a bus shelter. 

4.3 Cause(s) of death 

Based on the information available from Coroners, 33.3% of cases died from accidental 


poisoning, 23.1% from intentional self-poisoning, and in 42.3% of cases the intent was 
undetermined. The cause of death of the remaining case was unascertained. 
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Figure 4.1: Drug-related deaths reported by NISRA and Coroners meeting NPSAD criteria, 
by age group and gender, Northern Ireland, 2012 
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Psychoactive substances implicated in death 
4.4 All substances 


Psychoactive drugs were directly implicated in 74/78 (94.9%) cases. The principal substances 
implicated were: other opiates/opioid analgesics (60.8%); hypnotics/sedatives (55.4%); anti- 
depressants (41.9%); alcohol in combination (39.2%); heroin/morphine (16.2%); and anti- 
psychotics (13.5%) (Table 4.4). 


4.5 Single substances 


Single substance deaths accounted for 18.9% (14/74) of deaths where psychoactive substances 
were implicated. These substances were: other opiates/opioid analgesics; anti-depressants; and 
heroin/morphine (Table 4.4). 


Table 4.4: Psychoactive substances implicated in deaths reported by NISRA and 
Coroners meeting NPSAD criteria, Northern Ireland, 2012 
Number (%) of psychoactive Number (%) of 
Drug category drug cases where no other psychoactive drug cases 
substance was implicated where drug was implicated 


TOTAL 74 (100.0) 


Other opiates/opioid 
analgesics 


Note: Column totals may sum to more than 100% since more than one substance may be implicated in death. Not all 
cases had psychoactive substances directly implicated in death: these are excluded from this table. 


45 (60.8) 


63 


Figure 4.6 takes into account data where one of the following drugs was known to be implicated: 
alcohol in combination; amphetamines; anti-depressants; anti-epileptics; anti-psychotics; 
cannabis; cocaine; heroin/ morphine; hypnotics/sedatives; methadone; and other opiates/opioid 
analgesics. 


4.6 Gender and drug implicated in death 


The pattern of other drug-specific mortality was somewhat different in male and female cases. 
Of the total 50 male deaths, the most frequently mentioned drugs were: hypnotics/sedatives 
(56.0%); other opiates/opioid analgesics (54.0%); alcohol in combination (44.0%); anti- 
depressants (40.0%); heroin/morphine (18.0%); anti-psychotics (14.0%); methadone (4.0%); 
anti-epileptics (4.0%); ecstasy-type drugs (4.0%); cocaine (2.0%); and cannabis (2.0%). 


Of the total 28 female deaths, the drugs mentioned most commonly were: other opiates/opioid 
analgesics (64.3%); hypnotics/sedatives (46.4%); anti-depressants (39.3%); alcohol in 
combination (25.0%); heroin/morphine (10.7%); anti-psychotics (10.7%); anti-epileptics (7.1%); 
and methadone (3.6%). There were no female deaths involving ecstasy-type drugs; cocaine; or 
cannabis. 


Compared to female cases, males had a higher proportion of fatality associated with all drugs, 
except other opiates/opioid analgesics (female 64.3% vs. male 54.0%) and anti-epileptics 
(female 7.1% vs. male 4.0%). 


There were no male or female deaths involving amphetamines; anti-Parkinson’s drugs; or 
GHB/GBL. 


Figure 4.6: Number and gender of drug-related deaths reported by NISRA and Coroners 
meeting NPSAD criteria, by psychoactive drug implicated, Northern Ireland, 
2012 


wn 
<= 
~ 
oO 
ou 
mo) 
— 
e} 
-_ 
ov 
2 
£ 
=] 
2 


Canna | Cocain| Ecstas 
bis y-type 


wfenaes| 7 [a |?) 3 |e) o)o) 3 | 
mwas [22 [2 | 2 | 7 [2] 3 


Implicated drug 


4.7 Age and drug implicated in death 


Overall, of the 74 drug-related deaths where a psychoactive drug was implicated, other 
opiates/opioid analgesics were the leading substances implicated (60.8%). Such drugs also 
accounted for the greatest proportion of cases in most age groups, apart from in the 45-54 and 
65+ age groups. 
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Hypnotic/sedatives and anti-depressants drugs were implicated in the greatest proportion of 
deaths amongst 45-54 year olds. Table 4.7 shows where any particular drug-type was implicated 
across the whole range of age groups. 


Table 4.7: Age and psychoactive drug implicated in deaths reported to NISRA meeting 
NPSAD criteria, Northern Ireland, 2012 


Drug category most frequently implicated (alone or in combination) in each age 
group 


Alcohol in 
combination 


Anti-epileptics 


eecn-ce Methadone 
wecccme Ecstasy-type 
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analgesics 
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Commentary 


The number of deaths notified to the Programme from sources in Northern Ireland showed a 
small decrease from 2011 to 2012 (however, it is important to note that due to the nature of the 
reporting system there are likely to be proportionately more 2012 deaths reported in 2013-14 
than 2011 deaths, meaning these results may change). The demographic profile of those dying 
in 2012 showed a very slight increase in the proportion of male compared to female deaths. 


The general profile of the psychoactive substances implicated in the Northern Ireland NPSAD 
cases is relatively similar to previous years. Northern Ireland contrasts with the rest of the UK 
with higher proportions of deaths attributed to the following substance types: 
hypnotics/sedatives; other opiates/opioid analgesics; anti-depressants; alcohol in combination 
with other drugs; and anti-psychotics. As in previous years, Northern Ireland displayed a 
substantially lower proportion of deaths attributed to heroin/morphine and methadone than other 
regions. 
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Chapter 5: Drug-related deaths in Scotland 


Number of reported NPSAD deaths 2008-2012 in Scotland 
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This section describes the pattern of drug-related deaths in Scotland. The Scottish Crime and 
Drug Enforcement Agency (SCDEA) collate data on drug-related deaths obtained from Scottish 
police forces. These data are used to populate a police/SCDEA national database maintained by 
the SCDEA. As such the data supplied to the SCDEA remain the property of the submitting force 
that is also responsible for its accuracy and submission to the database. 


Drug-related death cases are those that meet the definition used by the Association of Chief 
Police Officers (Scotland) — “where there is prima facie evidence of a fatal overdose of controlled 
drugs. Such evidence would be recent drug misuse, for example controlled drugs and/or a 
hypodermic syringe found in close proximity to the body and/or the person is known to the police 
as a drug misuser although not necessarily a notified addict.” Thus, most suicides in Scotland 
are excluded. Figures for “drug misuse” deaths registered in 2012 have been published by the 
National Records of Scotland (NRS, 2013). 


Profile of NPSAD cases 


5.1 Demography 


Notifications of 326 drug-related deaths occurring in 2012 were received by the SCDEA, 
covering the following police force areas: Central Scotland (3.1%); Dumfries & Galloway (1.2%); 
Fife (6.1%); Grampian (3.7%); Lothian & Borders (28.2%); Northern (5.5%); Strathclyde (35.0%); 
and Tayside (17.2%). This represents a fall of 3.8% compared to 2011 (339 cases). 


The majority (76.4%) of cases were male (Table 5.1). The median age at death was 37.1 years 
(interquartile range = 13.8) (Figure 5.1). Most cases (78.2%) were under 45 years. Where 
ethnicity was known, 98.2% were White. 


5.2 Location of death 


In line with data protection, the SCDEA database structure does not record information on living 
arrangements and place of death. Where such information was available (from external sources 
— five cases), three died at a defined residential address, and two in hospital. 


5.3 Cause(s) of death 


Most of the fatalities (92.38%) were considered to be accidental (i.e. clearly non-deliberate) 
poisoning; this reflects the definition being used by Scottish police. Possible intentional 
poisonings accounted for 2.1% and deaths caused by mental disorders due to psychoactive 
substances (3.7%) accounted for most of the remaining cases. 


Psychoactive substances implicated in death 


5.4 All substances 


Psychoactive drugs were not directly implicated in 4.6% of cases (n = 15). Of the remaining 311 
cases, the principal substances implicated were: methadone (47.6%); hypnotics/sedatives 
(43.7%); heroin/morphine (42.1%); other opiates/ opioid analgesics (20.9%); alcohol in 
combination with other substances (19.9%); and cocaine (5.5%) (Table 5.4). 


Figure 5.2 takes into account data where one of the following drugs was known to be implicated: 


alcohol in combination; amphetamines, anti-depressants; cocaine; ecstasy-type drugs; 
heroin/morphine; methadone; hypnotics/ sedatives; or other opiates/opioid analgesics. 
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5.5 Single substances 


The following substances, as the sole implicated drug, accounted for 77 (24.8%) deaths: 
heroin/morphine (10.6%); methadone (7.4%); other opiates/opioid analgesics (2.6%); cocaine 
(1.3%); amphetamines (1.0%); GHB/GBL (1.0%); anti-depressants (0.3%); ecstasy-type (0.3%); 
and hypnotics/sedatives (0.3%) (Table 5.4). 


Table 5.1: Demographic variables for drug-related deaths as reported by Scottish police 
forces to the SCDEA, 2012 


Variable Category Number (%) 


TOTA 826 (100.0) 
Male 49 (76.4) 
Age group (years) 


Table 5.4: Psychoactive substances implicated in drug-related deaths as reported by 
Scottish police forces to the SCDEA, 2012 


Number (%) of psychoactive Number (%) of 
drug cases where no other psychoactive drug cases 


Drug category substance was implicated | where drug was implicated 


TOTAL 311 (100.0) 
Alcohol in combination 


Anti-epileptics °° 00.0) 


Other opiates/opioid 8 (2.6) 65 (20.9) 
analgesics 


Note: Column totals may sum to more than 100% since more than one substance may be implicated in death. Not all 
cases had psychoactive substances directly implicated in death: these are excluded from this table. 
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Figure 5.1: Drug-related deaths as reported by Scottish police forces to the SCDEA, by 
age and gender, 2012 
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Figure 5.4: Drug-related deaths as reported by Scottish police forces to the SCDEA, by 
selected psychoactive substance implicated, 2012 
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5.5 Age and drug implicated in death 


Methadone was the most frequently mentioned drug contributing to fatality for all (jointly for 25-34 
year-olds) of the individual age groups from 25-34 to 45-54 years (Table 5.5), occurring in 
between 47-54% of cases in these groups. 


Table 5.5: Age and psychoactive substance implicated in drug-related deaths as reported by 
Scottish police forces to the SCDEA, 2012 


Drug category most frequently implicated (alone 
EEO Ee] ee) or in combination) in each age group (%) 


All ages combined 311 (100.0) Methadone (47.4) 


28 (9.0 Hypnotics/sedatives (46.4 


Heroin/morphine (47.0) 
NIE Ge) Methadone (47.0 


(50.0) 
52 (16.7) Methadone (53.8) 
16 (5.1) Other opiates/opioid analgesics (56.3) 


Heroin/morphine (100.0) 
nes) Alcohol in combination (100.0) 


(15-2400 
(35-440 °; — | 114 (36.7) Methadone (50.0 
45-5400 
(55-640 


5.6 Gender and drug implicated in death 


In males (n = 236) and females (n = 75), the pattern of drug-specific fatality was somewhat 
different. 


Among males, the most frequently mentioned drugs were: methadone (47.0%); heroin/morphine 
(44.5%); hypnotics/sedatives (43.2%); alcohol in combination (20.3%); other opiates/ opioid 
analgesics (18.2%); anti-depressants (9.3%); cocaine (6.4%); and amphetamines (5.9%). 
Furthermore, there appears to be a higher proportion of cases of drug-specific fatality among 
males compared to females in respect of heroin/morphine (44.5% vs. 34.7%); cocaine (6.4% vs. 
2.7%); and amphetamines (5.9% vs. 1.3%) 


Among female cases, the most frequently mentioned drugs were: methadone (49.3%); 
hypnotics/sedatives (45.3%); heroin/morphine (34.7%); other opiates/opioid analgesics (29.3%); 
anti-depressants (22.7%); alcohol in combination (18.7%); and anti-epileptics (14.7%). Compared 
to male cases, it appears that female cases had a higher proportion of fatality associated with 
other opiates/opioid analgesics (29.3% vs. 18.2%); anti-depressants (22.7% vs. 9.3%); and anti- 
epileptics (14.7% vs. 3.4%). 


Regional data 


The number of drug-related deaths reported by police to the SCDEA and meeting the NPSAD 
case criteria fell from 312 in 2004 to 254 in 2005 and then rose to 374 in 2006. The figure for 
2007 was 357, but rose to a new peak of 478 in 2008, remaining stable in 2009. This figure fell in 
2010 to 364, 339 in 2011 and to 326 in 2012 - a decrease of 3.8% (Table 5.7). The rates in the 
Lothian & Borders and Tayside police force areas are on a par with some of the higher rates 
reported in England and Wales. 
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Table 5.7: Deaths meeting NPSAD criteria as reported by Scottish police forces to the 
SCDEA, per 100,000 population by police force area, 2010-12 


Annual Annual Annual 


Number death rate Number death rate Number seas 


er per 
of deaths of deaths of deaths 
2010 100,000 2014 100,000 2012 100,000 


population population population 
2012 


Police force 
area 


Ceniral 
Scotland 
Police 
Dumfries & 
Galloway 
Constabulary 


Grampian 
Police 
Lothian & 
Borders 
Police 


Strathclyde 
Police 


* The rate per 100,000 population is based on published mid-year population estimates for local government 
administrative areas for the years in question. 


Commentary 


Data received by NPSAD from Coroners suggests that the number of drug-related deaths 
decreased in the rest of the UK during 2012, and information from the Scottish police also 
indicates a fall in SCDEA cases. Figures released by the National Records of Scotland (NRS) 
also show a decrease in deaths registered in 2012, using a number of different definitions (NRS, 
2013). The fall in notifications to the SCDEA may be due, in part, to reduced compliance. 


Where recorded by the SCDEA, the demographic profile of those who died from drug-related 
causes is similar to those in other parts of the UK e.g. a higher proportion of males to females, 
aged typically 25-44 years, and White. The overwhelming majority of deaths were accidental 
drug overdoses. The level in Scotland was much higher than in other regions reflecting the 
different case definition used by Scottish police forces. 


Opiates such as heroin and methadone are implicated in the majority of cases, and play a larger 
role than in other regions. These drugs in combination with other substances and 
hypnotics/sedatives (which are mostly diazepam and temazepam) also feature prominently in 
Scottish deaths. 


The most important changes emerging from these data are that for the second year running 
methadone accounts for more deaths than heroin/morphine as the principal drug involved in 
deaths. This echoes the pattern described in deaths registered in Scotland during 2011 (NRS, 
2012). The fall in 2011 was followed by a stabilisation in the proportions for both substances. 
The proportion of cases in which hypnotics/sedatives (85% vs. 42%) and anti-depressants (7% 
vs. 138%) also increased between 2011 and 2012, as did those for cocaine and ecstasy-type 
drugs. 
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Chapter 6: Drug-related deaths in the Islands (Guernsey, 
Jersey, and the Isle of Man) 


Number of reported NPSAD deaths 2008-2012 in the 
Islands 


Number of deaths 


2009 2010 2011 


Year of death 


Gender distributon of reported 2008-2012 NPSAD cases in 
the Islands 


m= Male mFemale 


Age group distribution of reported 2008-2012 NPSAD 
cases in the Islands 


™15-24 years ™25-34years m35-44years ™45-54 years m55-64years m65 & over 


te 


This chapter reports on deaths in 2012 and examines the pattern of drug-related deaths in the 
Islands between 2008 and 2012. Coroners and their equivalents in Guernsey, Jersey and the 
Isle of Man routinely submit returns on drug-related deaths to NPSAD that meet the 
Programme’s case criteria. As there are comparatively few cases in a single year when 
compared with the UK, even when combining data for the Islands together, data for 2008-12 
have been aggregated together so that the findings are more statistically robust. 


Profile of NPSAD cases 


6.1 Demography 


The Programme has been notified of a total of four drug-related deaths that occurred during 
2012: two deaths on Jersey, two on the Isle of Man, and none on Guernsey. Between 2008 and 
2012 a total of 42 cases were notified, respectively: nine in 2008; 14 in 2009; eight in 2010; 
seven in 2011 and four in 2012. Considering the number of deaths in each island in the five year 
period (2008-2012), it was: five on Guernsey; 21 on Jersey; and 16 on the Isle of Man. 


In 2012 the number of deaths per 100,000 population aged 16 years and over was 2.42 for 
Jersey and 2.88 for Isle of Man (Tables 6.1.1 and 6.1.2). 


Table 6.1.1: Changes in annual death rate per 100,000 population for NPSAD cases (16 
years old and over), and annual percentage of all inquests held, by Island, 2010 and 2012 


Annual death rate Annual death rate Annual death rate 
Island per 100,000 per 100,000 per 100,000 
population population population 
2010! 2011! 2012 


Jersey 
Isle of Man : ; 
1 Including deaths notified after the publication of the NPSAD Annual Report for 2011 deaths 


Table 6.1.2: Number per 100,000 population (16 years and over) for NPSAD cases, by 
place of residence and death, by Island, 2012 


| National and annual death rate per | National and annual death rate per | 
100,000 population-usual area of | 100,000 population-place of death 


residence 


Island 


Guemsey 
fisleofMan [2 SSC«dC wi 


Among the 42 drug-related deaths that occurred during the five year period, 30 were male and 
12 were female. The median age at death was 36.6 years (interquartile range = 15.03), with the 
majority (85.8%) of cases under 45 years old (Figure 6.1.4). Where ethnicity was known, the 
overwhelming majority of decedents were White (97.6%). Those that were employed accounted 
for 50.0% of cases, whilst 35.7% were unemployed. In terms of living arrangements, 40.5% were 
living alone and 47.6% lived with others (Table 6.1.3). Previous drug use history was known in 
34/42 cases, and of these, 18 (52.9%) had a history of drug use or dependence. 
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Table 6.1.3 Demographics of drug-related deaths in the Islands, 2008-2012 


Variable Category Number (%) 


TOTAL 2 (100.0) 
Gander f} Me 


Bootes Retired/sickness/invalidity 5 (11.9) 


Not known 1 (2.4) 


With others 20 (47.6) 
17 (40.5) 


Living arrangements 


Figure 6.1.4 Drug-related deaths meeting NPSAD criteria, by age group and gender, the 
Islands, 2008-2012 


18 
16 


Number of cases 


i 
1 1 1 


te 
aWae | 4 | 4 | | o | 4 | 14, 


Age group 


Key demographics and the principal drugs implicated in death during 2012 are given for the 
individual Islands in Table 6.4. 
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Table 6.4: Key demographics and principal drugs implicated in deaths for NPSAD 
cases, by Island, 2012 


Island | No | Gender | Age group | Ethnicity Drug implicated 
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Alcohol in combination 
Antidepressants 
Hypnotic/sedatives 


Notes: The number of cases for principal drugs implicated, may sum to more than the total case 
number since more than one substance may be implicated in a death 


6.2 Location of death 


Most fatalities (76.2%) occurred at a defined residential address (i.e. the deceased’s home 
address or another private residential address); 16.7% of the deaths occurred in hospital; and 
7.1% elsewhere. 


6.3 Manner of death 

Based on the information available from Coroners, the manner of death of cases reported was 
accidental in 26 cases (61.9%), intentional in 13 (81.0%) and undetermined in three cases 
(7.1%). 


Psychoactive substances implicated in death 


6.4 All substances 


Psychoactive drugs were directly implicated in all 42 cases. The main substances implicated 
alone or in combination were: heroin/morphine (40.5%); other opiates/opioid analgesics (28.6%); 
alcohol in combination (28.6%); hypnotics/sedatives (26.2%); and anti-depressants (23.8%) 
(Table 6.4). 


6.5 Single substances 
The following substances, as the sole implicated drug, accounted for 20/42 (47.6%) deaths: 


heroin/morphine (12 cases); anti-depressants (three cases); other opiates/opioid analgesics 
(three cases); hypnotic/sedatives (one case); and methadone (one case). 


ee: 


6.6 Age and drug implicated in death 


Among those aged 15-34 years, heroin/morphine was the leading drug implicated, whilst for 
those aged between 35-44 the substance type most frequently implicated was 
hypnotic/sedatives. Table 6.6 provides a breakdown for each age group. 


Table 6.4: Psychoactive substances implicated in deaths meeting NPSAD criteria, the 
Islands, 2008-2012 


Number (%) of 
psychoactive drug 
cases where drug was 
implicated 


Number (%) of cases 
Drug category where no other substance 
was implicated 


TOTAL 42 (100.0) 
Alcohol in combination 


Ecstasy-type drugs 


Heroin/morphine 
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6.7 Gender and drug implicated in death 


The gender distribution by type of psychoactive substances implicated in fatalities reveals some 
interesting differences between male and female cases. Among the 30 male cases in which 
psychoactive drugs were implicated, the top three substances most frequently implicated alone 
or in combination were: 


1. Heroin/morphine (50.0%) 


2. Other opiates/opioid analgesics (26.7%) 
3. Hypnotics/sedatives (23.3%) & alcohol in combination with other drugs (23.3%) 
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Among the 12 female cases, the top three substances were: 


1. Anti-depressants (66.7%) 
2. Alcohol in combination with other drugs (41.7%) 
3. Other opiates/opioid analgesics (33.3%) & hypnotics/sedatives (33.3%) 


Comparing the type of psychoactive substances implicated in the deaths of both genders, 
heroin/morphine contributed to a substantially larger proportion of male deaths than female 
deaths (50.0% vs. 16.7%), whilst anti-depressants accounted for a greater proportion of female 
deaths (66.7% vs. 6.7%). There were no female fatalities due to methadone or anti-psychotics 
reported to the Programme. Conversely, there were no male deaths involving ecstasy-type 
substances, whilst one female death involved such drugs. 


Table 6.6: Age and psychoactive drug implicated in deaths reported by Guernsey, Jersey, 
and the Isle of Man 


Drug category (alone or in 
Age group (years) Number of cases combination) most frequently 
implicated in each group 


Alcohol in combination (12) 
Anti-depressants (10) 
Anti-psychotics (1) 
Ecstasy-type drugs (1) 
Heroin/morphine (17) 
Hypnotics/sedatives (11) 
Methadone (38) 

Other opiates/opioid analgesics (12) 
Alcohol in combination (2) 
Anti-depressants (1) 
Ecstasy-type drugs (1) 
Heroin/morphine (3) 
Hypnotics/sedatives (1) 

Other opiates/opioid analgesics (1) 
Alcohol in combination (3) 
Anti-depressants (1) 
Heroin/morphine (8) 
Hypnotics/sedatives (2) 
Methadone (1) 

Other opiates/opioid analgesics (3) 
Alcohol in combination (5) 
Anti-depressants (5) 
Anti-psychotics (1) 

35-44 7 Heroin/morphine (5) 
Hypnotics/sedatives (6) 
Methadone (2) 

Other opiates/opioid analgesics (4) 
Alcohol in combination (1) 
Heroin/morphine (1) 


All ages 42 


15-24 6 


25-34 13 


aoe ” Hypnoticssedatives (1) 
Other opiates/opioid analgesics (1) 
: Alcohol in combination (1) 
55-64 - Anti-depressants (1) 
65 & over 9 Hypnotics/sedatives (1) 


Other opiates/opioid analgesics (1) 
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Commentary 


The number of deaths notified to the Programme for 2012 from the Islands showed a decrease 
in general and for each island in particular. There were no reported drug-related deaths on 
Guernsey. The general demographic profile of cases in the Islands is in line with the pattern in 
the UK as a whole. When data for the three Islands are combined together, the relative 
proportions of deaths attributed to certain psychoactive substances is broadly similar across the 
period 2008-12, with heroin/morphine; other opiates/opioid analgesics; alcohol in combination 
with other drugs; hypnotic/sedatives; and anti-depressants drugs being implicated most 
frequently. The proportion of cases involving only one substance is much lower than in the UK. 
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Chapter 7: Drug-related deaths in the United Kingdom and 
Islands 


Number of reported NPSAD deaths 2008-2012 in the UK 
and Islands 


— 


2400 


2200 
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Number of deaths 


—=Number of deaths) 2239 1932 1933 


Year of death 


1600 


Gender distributon of Age group distribution of 
reported 2012 NPSAD reported 2012 NPSAD deaths 
cases in the UK and Islands in the UK and Islands 


m14 & under 
@ 15-24 years 
@ 25-34 years 
@ 35-44 years 
@ 45-54 years 
m 55-64 years 
m65 & over 


558 


= Male 


m Female 


Percentage of psychoactive substance-related NPSAD 
deaths attributed to selected drugs reported in the UK 


and Islands, 2008-12 


60 
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Year of death 
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Total reported deaths 


The total number of deaths that occurred during 2011 in the UK and Islands reported to the 
National Programme on Substance Abuse Deaths (NPSAD) was 1,613. This number compares 
to 1,933 cases reported by similar sources for 2011. This change represents a decrease of 
16.6% for the UK in the number of notifications to the Programme, but not necessarily in drug- 
related mortality during this period. This reduction in reported cases is likely due to a 
combination of a reduced catchment period for drug-related death notifications compared with 
the previous report and a lower coverage rate of Coroners voluntarily reporting to the 
Programme. Furthermore, due to the nature of the Coronial reporting system and lengthy 
inquest procedures, the figures for 2012 (and 2011, to a lesser extent) can be expected to 
increase as further inquests on drug-related deaths are completed and reported to the 
Programme. 


Of the 1,613 drug-related deaths reported for 2012, England had 1,147 (71.1%); Scotland 326 
(20.2%); Wales 58 (3.6%); Northern Ireland 78 (4.8%); and the Islands 4 (0.2%). Out of the 
1,933 reported cases for 2011, England had 1,424 (73.7%); Scotland 339 (17.5%); Wales 81 
(4.2%); Northern Ireland 82 (4.2%); and the Islands 7 (0.4%). 


The number of cases reported from England represents a decrease of 19.5% between 2011 and 
2012; 28.4% in Wales; 4.9% in Northern Ireland; 3.8% in Scotland; and the number of deaths 
reported for the Islands fell from seven cases to four. These falls are only in relation to the 
number of deaths reported to the Programme, and not necessarily a reflection of actual 
reductions in the number of NPSAD deaths that occurred. 


Profile of NPSAD cases 


7.1 Demography 


The majority (72.2%) of cases were male (Table 7.1 and Figure 7.1). This proportion varied from 
64.1% in Northern Ireland to 76.4% in Wales. Where ethnicity was known, the majority were 
White (97.3%), and the proportion of cases living with others ranged from 39.6% in England to 
50.0% in Northern Ireland. Those who were unemployed accounted for 37.1% of cases, ranging 
from 45.2% in England to 58.6% in Wales. Where previous drug use was known, 67.1% of 
cases had such a history of drug use or dependence. 


The median age at death was 40 years (interquartile range = 15 years) for all regions combined. 
The medians ranged from 36 years in Wales to 41 years in England. There were also 
differences in the median ages broken down by gender: 39 years (interquartile range = 14 years) 
for males compared to 42 years (interquartile range = 18 years) for females. Figure 7.1 gives a 
breakdown by gender and age group. 


The above differences reflect distinctions in the nature and purpose of the data sources; the 


types of cases covered including the definitions used; and the volumes of cases dealt with by 
them. These variations also illustrate the limitations on making comparisons between them. 
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Table 7.1: Demographic variables for drug-related deaths, UK and Islands, 2012 


Variable Category Number (%) | 


TOTAL dd ASCH 
Male 1165 (72-2) 

Age group (years) 
Living arrangements 
Ethnicity 
Employment status 
Childcare/houseperson 

Student/pupil 

Retired/invalidity/sickness 

Not known 


History of drug 
use/addiction 
Not known 


Location of death 
Other 
Not known 


Oo 
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Figure 7.1: NPSAD drug-related deaths by age group and gender, UK and Islands, 2012 
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7.2 Location of death 


In 2012, amongst cases whose place of death was known, 77.0% died at a defined residential 
address (i.e. the deceased’s home address or other private residential address), whilst 15.7% 
died in hospital and 7.3% died elsewhere (e.g. in a public place or derelict building). The 
proportion of cases dying at a defined residential address when such information was reported 
ranged from 75.8% in England to 93.6% in Northern Ireland. The corresponding proportions for 
deaths in hospital ranged from 16.6% in England to 5.1% in Northern Ireland. Information for 
Scotland on living arrangements and place of death was not available as the SCDEA does not 
report information on these details for data protection reasons. 


7.3 Cause(s) of death 


Over two thirds (67.9%) of the fatalities in 2012 reported to the Programme were considered to 
be as a result of accidental poisoning (i.e. clearly non-deliberate). Deaths attributed to intentional 
self-poisoning accounted for 11.0%, whilst 11.2% were poisonings of undetermined intent. The 
remaining 9.9% of cases were attributed to other or unascertained causes of death. There are 
differences between different parts of the UK and Islands in the proportions of deaths accounted 
for by these main groupings of underlying cause(s) of death (Table 7.3.1). These reflect, in part, 
differences between the SCDEA and NPSAD case definitions. A detailed breakdown for all 
cases covered by this report is given in Table 7.3.2. 


Table 7.3.1: Main underlying causes of death, by country and territory, 2012 


Country or territory 


als seotand Mand” 2807 fen 
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Note: no NPSAD deaths were reported for Guernsey in 2012 
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Table 7.3.2: Drug-related deaths by underlying cause(s) of death, UK and Islands, 2012 


No. of cases ae 
(n = 1,613) Description 
Accidental poisoning 
X40 6 0.4 Non-opioid analgesics, antipyretics and anti- 
rheumatics 
X41 132 8.2 Anti-epileptic, sedative-hypnotic, Anti-parkinsonism 
and psychotropic drugs, not elsewhere classified 
x42 907 56.2 Narcotics and psychodysleptics (hallucinogens), not 
elsewhere classified 
X43 1 0.1 Other drugs acting on the autonomic nervous 
system 
X44 31 1.9 Other and unspecified drugs, medicaments and 
biological substances 
X45 11 0.7 Alcohol 
X46 1 0.1 Organic solvents and halogenated hydrocarbons 
and their vapours 
X47 | 6 0.4 Gases 
| Intentional self-poisoning 
X60 5 0.3 Non-opioid analgesics, antipyretics and anti- 
rheumatics 
X61 87 5.4 Anti-epileptic, sedative-hypnotic, Anti-parkinsonism 
and psychotropic drugs, not elsewhere classified 
X62 77 4.8 Narcotics and psychodysleptics (hallucinogens), not 
elsewhere classified 
X63 4 0.2 Other drugs acting on the autonomic nervous 
system 
X64 3 0.2 Other and unspecified drugs, medicaments and 
biological substances 
X67 1 0.1 Other gases and vapours 
Poisoning of undetermined intent 
Y10 3 0.2 Non-opioid analgesics 
Y11 55 3.4 Antiepileptic, sedative-hypnotic, anti-Parkinsonism 
and psychotropic drugs not elsewhere classified 
Y12 113 7.0 Narcotics and psychodysleptics 
Y13 1 0.1 Other drugs acting on autonomic nervous system 
Y14 8 0.5 Other/unspecified drugs 
Y17 | 1 | 0.1, Other gases and vapours _ ee 
Mental & behavioural disorders due to psychoactive | 
substance use 
F10.2 1 0.1 Chronic alcoholism 
F12.0 1 0.1 Intoxication — cannabinoids 
F15.2 1 0.1 Dependence — stimulants 
F18.0 1 0.1 Intoxication — volatile substances 
F19.0 2 0.1 Intoxication — unspecified substances 
F19.2 8 0.5 | Multiple drug use 
272.2 = 11 =| 0.7___|: Drug abuse, personal history | 
Brain 
G04.8 1 0.1 Other encephalitis, myelitis and encephalomyelitis 
G40.9 1 0.1 Epileptic seizures 
G93.1 2 0.1 Anoxic or hypoxic brain damage 
G97.8 1 0.1 | Cerebral hypoxia unspecified ; 
Cardiovascular system — diseases, defects or 
conditions affecting 
114 1 0.1 Hypertensive heart disease 
120-125 1 0.1 Ischaemic heart diseases 
125.1 4 0.2 Atherosclerotic heart disease 
133 1 0.1 Acute and subacute endocarditis 
138 1 0.1 Endocarditis, unspecified valve 
140.9 1 0.1 Acute myocarditis 
146.9 1 0.1 Cardiac arrest, unspecified 
149.9 1 0.1 Cardiac arrhythmia 
161.9 2 0.1 Intracerebral haemorrhage 
170 1 | 0.1 Atherosclerosis 
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No. of cases 


Description 


(n = 1,613) 
Diseases of the respiratory system 
J18.9 1 0.1 Pneumonia, unspecified 
J20 1 0.1 Acute bronchitis 
J44.9 3 0.2 Chronic obstructive pulmonary disease 
J45.9 1 0.1 Asthma, unspecified 
J46 2 0.1 Status asthmaticus 
J69.0 1 0.1 Aspiration pneumonia 
J85.1 1 0.1 Abscesses of lung with pneumonia 
J98.8 1 0.1 | Other specified respiratory disorders 
Diseases of the liver 
B17.1 1 0.1 Acute hepatitis C 
K70.3 1 0.1 Alcoholic cirrhosis of liver 
K70.9 2 0.1 Alcoholic liver disease 
Road traffic incidents 
V47.3 3 2 Car occupant injured in collision with fixed object 
V47.5 2 0.1 Driver injured in collision with fixed/stationary object 
Hanging 
W76 2 0.1 Other accidental hanging and strangulation 
X70 22 1.4 Intentional hanging 
x91 1 0.1 Assault by hanging, strangulation and suffocation 
Y20 11 0.7 _ Hanging, undetermined intent | 
Asphyxia 
RO9.0 2 0.1 Asphyxia general 
W78 2 0.1 | Aspiration of gastric contents 
Drowning & submersion 
175.1 1 0.1 Immersion in water 
W69 1 0.1 Whilst in natural water 
W70 1 0.1 Following fall into natural water 
W74 4 0.2 Drowning and submersion, unspecified 
X71 3 0.2 Intentional self-harm by drowning 
Other 
A22.7 1 0.1 Anthrax septicaemia 
E10 2 0.1 Diabetic ketoacidosis 
E87.2 4 0.2 Metabolic acidosis, exc. diabetic acidosis 
172.9 1 0.1 Aneurysm and dissection of unspecified site 
187.2 1 0.1 Chronic peripheral venous insufficiency 
K22.3 1 0.1 Rupture of oesophagus 
K92.2 1 0.1 Gastrointestinal haemorrhage, unspecified 
L02.2 1 0.1 Groin abscess 
L08.8 1 0.1 Other specified local infections of skin and tissue 
M80.1/6 1 0.1 Carcinoma, metastatic not elsewhere specified 
$02.9 2 0.1 Fracture of skull & facial bones, part unspecified 
$09.9 1 0.1 Head injuries, unspecified 
$15 1 0.1 Injury of blood vessels at neck level 
$29.9 1 0.1 Injury of thorax, unspecified 
T04 1 0.1 Crushing injuries involving multiple body regions 
TO7 5 0.3 Multiple injuries, unspecified 
Ww19 1 0.1 Fall, unspecified 
X00 1 0.1 Exposure to uncontrolled fire in building or structure 
X73 1 0.1 Intentional self-harm by rifle, shotgun and larger 
firearm discharge 
x81 2 0.1 Jumping or lying before moving object, intentional 
X85 1 0.1 Assault by drugs, medicaments and biological 
substances 
X93 1 0.1 Assault by handgun discharge 
| X99 a 1 | 0.1 Assault by sharp object 
R99 13 0.8 Unascertained 


Where possible, causes of death have been grouped together in terms of the mechanisms of death. At present, although all 
causes of death on the death certificate (together with other information if available) are taken into consideration in classifying 
underlying cause of death, the principal cause of death is used here by NPSAD to allocate the ICD-10 code. In order to achieve 
a greater level of consistency, a hierarchical system was introduced for classifying the underlying cause of death using ICD-10 
criteria for deaths involving multiple substances. Deaths that involve a combination of narcotics and other psychoactive drugs are 
coded as narcotic deaths. Where possible a code which specifies intentionality is used. 
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Psychoactive substances implicated in death 


Psychoactive substances were directly implicated in the deaths of 91.4% (1,475/1,613) of all 
cases reported to the Programme. The remaining 8.6% (n = 138) did not have any 
psychoactive substances implicated in their deaths, and have therefore been excluded from 
the following analyses. Of the 1,475 cases in which psychoactive substances were implicated, 
the principal substances were: heroin/morphine (36.4%); hypnotics/sedatives (80.3%); alcohol 
in combination (30.3%); methadone (27.6%); other opiates/opioid analgesics (26.8%); and 
anti-depressants (23.0%). 


Table 7.4 shows that whilst there are certain similarities across the UK and Islands in terms of 
the various psychoactive substances implicated in death, there are some interesting regional 
differences. For example, hypnotics/sedatives; other opiates/opioid analgesics; anti- 
depressants; alcohol in combination; and anti-psychotics play a proportionately greater role in 
Northern Ireland than in other parts of the UK. Meanwhile, methadone; anti-epileptics; 
amphetamines; and GHB/GBL feature in proportionately more deaths in Scotland than in 
other areas. Heroin/morphine accounted for over half of the deaths in Wales in which 
psychoactive substances were implicated, which is higher than any other part of the UK. 
However, England showed the greatest proportion of deaths involving cocaine; cannabis; 
ecstasy-type drugs; and anti-Parkinson’s drugs. 


Some of these regional differences can be attributed in part to differences in prescribing 
practice and case qualification standards. For example, the lesser role played by methadone 
in Northern Ireland may be attributable to the fact that methadone is not prescribed as widely 
there as in other areas. Also, a potential explanation why anti-depressants are not implicated 
as often in Scottish cases as in other areas is that the definition used by the SCDEA does not 
cover the general population or suicides, but focuses on accidental overdoses involving 
controlled drugs. 


Commentary 


The data received by NPSAD from Coroners suggest that the number of drug-related deaths 
in 2012 fell in England; Wales; Northern Ireland; Jersey; and the Isle of Man. However, as 
discussed previously, with regards England and Wales, the very sharp drop in drug-related 
deaths reported to the Programme may be due in part to lower coverage rates and also 
potentially a reduction in reporting from the responding Coroners. Information from the 
SCDEA police indicates a fall in Scottish police cases, and this is supported by information 
from the National Records of Scotland (NRS, 2013). 


As has been found in previous years, the general demographic details of those who died from 
drug-related causes are relatively similar across the UK, with a higher proportion of males to 
females; typically between 25-44 years of age; White; and mostly living with others. 


Accidental drug overdoses accounted for the greatest proportion of deaths across the UK, 
and most cases died at home or at another private residential address. The substances 
playing the most prominent roles in deaths have not changed substantially over recent years, 
with opiates — such as heroin, methadone and opioid analgesics — and hypnotics/sedatives 
and alcohol in combination with other substances being involved in the greatest proportions of 
deaths. However, as covered in the individual countries’ chapters, there are regional 
variations in the deaths attributed to these substances. 


Deaths reported to the Programme for 2012 in the UK and Islands as a whole show 
proportional increases in cases involving heroin/morphine; alcohol in combination with other 
drugs; hypnotics/sedatives; ecstasy-type drugs; cannabis; GHB/GBL; anti-depressants; anti- 
epileptics; and amphetamines. Slight drops were found in deaths in which anti-Parkinson’s 
drugs; anti-psychotics; methadone; and other opiates/opioid analgesics were implicated. The 
fall in methadone-related deaths is in contrast with the gradual rise in the number of deaths 
involving the drug in recent years. The rise in the number of deaths involving heroin/morphine 
is also an abrupt change considering the reduction in such deaths found over the past few 
years. The patterns observed in different parts of the UK, and possible reasons for the 
continuing changes in recreational drug use, are examined in the following chapter. 
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Table 7.4: Psychoactive substances (%) implicated in drug-related deaths, by country 
and territory, 2012 


Country or territory 
Northern UK & 
__| Total deaths F133 | sa | oo | = m# | «2 | | 147s 


Number of deaths Ce) 
Alcohol in 348 62 29 447 
combination ae 7) 3. 2) ae 9) (39. io (5 0 0) | (30.3) 
Amphetamines do) @a) 48) 00 eo) 
: 259 Fo rs 1 
Anti-depressants (25.1) ce 9) (23.0) 
reese 25 ) aan 0 
Anti-epileptics Bete Dees 0 
Anti-psychotics ara 
2 
mn a 3.8 
4 
7 
a 


om 0) 


eS 

|_| eo) | 
0 pToecleents 
es) 
fon [oo | 
00) 
00) 


i 


Drug category 


) 
A 
GHBIGBE corse ee (0 cae (1.1) 
f ; 364 a 1 
Heroin/morphine 7 (16.2) 
crea 7 
5 


ii 
43.7) es 4) (50.0 le 30.3) 
234 aa 


Las Opiates/ 276 oe 
opioid analgesics (26.7) fe 1) a. 9) a 8) cha 0) a 0) (26.8) 


Note: Column totals may sum to more than 100% since more than one substance may be implicated in a death. 
No NPSAD deaths were reported for Guernsey in 2012 


6 
0 
0 
0 
0 


=> i—~ 
Na SaSgeaSaSaevGrxs Sa Seee 
Circ Nia N Ml Ni Gora 7m \]& oo}: oO (oe) 


a9) | 
oy | 
jan | 
ern | 


5 
3 


0) 
(0.0) 
(0.0) 
(0.0) 
(0.0) 
00) 


86 


Chapter 8: Commentary and emerging themes 


Introduction 


This chapter provides up-to-date information on emerging trends and issues for those who 
investigate drug-related deaths (DRDs) and those who are trying to prevent such fatalities. 
The main trends and issues highlighted here emerge from the submitted forms, 
communications from Coroners, and other relevant sources. This section also draws on 
published sources and intelligence from forensic toxicological agencies. 


General patterns 


The total number of deaths that occurred during 2012 in the UK reported to the National 
Programme on Substance Abuse Deaths (NPSAD) was 1,613. This number compares to 
1,757 cases reported by the same sources during the equivalent period in 2011. This change 
represents a decrease in the number of notifications to the Programme, but not necessarily in 
drug-related mortality during this period. Similarly, the decreased number of cases reported 
by Coroners in England and by the SCDEA for Scotland, does not necessarily mean a 
decrease in deaths related to drug use. 


The demographic profile of fatalities reported to the NPSAD remains broadly consistent with 
previous reports. Compared to 2011, the proportion under 45 years of age increased by about 
one percent; the proportion unemployed fell by 5%; and the proportion with a known history of 
drug use or dependence rose by 2%. There was a decrease in the proportion of UK deaths 
where the underlying cause of death was accidental poisoning (down from 70% to 68%) and 
for poisonings of undetermined intent (from 13% to 11%), with corresponding increases in the 
proportions recorded as intentional self-poisoning and other causes. 


Opiates/opioids (i.e. heroin/morphine; methadone; other opiates/opioid analgesics), alone or 
in combination with other drugs continue to account for the majority of all cases. 
Heroin/morphine alone or in combination with other drugs, accounted for the highest 
proportion (36%) of ‘drug misuse’ fatalities in 2012, an increase over the 2011 level of 32% 
(53% in 2009). There were modest increases in the proportions of deaths due to alcohol in 
combination (27% to 30%); anti-depressants (21% to 23%); and hypnotics/sedatives (28% to 
30%). There were falls in the proportions accounted for by methadone (31% to 28%) and 
other opiates/opioid analgesics (28% to 27%), whilst the proportion involving anti-psychotics 
remained stable at 5%. For stimulants, there was a stabilisation in the proportion of cases 
involving cocaine (9%) and amphetamines (4%), but there were further slight increases for 
ecstasy-type drugs (from 1.7% to 3.4%) and GHB/GBL (0.6% to 1.1%). These patterns are 
also generally reflected at country level. Over recent years there has been a trend towards 
multiple substances, including alcohol, being implicated in deaths. In 2012, there was a fall in 
the proportion of monovalent deaths, from 34% to 30%. 


Prescribed heroin/morphine and methadone are most commonly involved in deaths where 
these substances are directly implicated in death. Other opiates/opioid analgesics, 
hypnotics/sedatives, and anti-depressants prescribed to individuals are less frequently 
involved in their deaths. 


The median age at death of individuals notified to NPSAD with a known history of drug use or 
dependence was 38 years (interquartile range = 12 years) in 2012. 
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Emerging issues 


Opioid-related deaths 


Over recent years there has been growing concern in North America, Australia, and the 
European Union (Giraudon et al., 2013), about increasing recreational use and abuse of 
prescription drugs and fatalities resulting from such use, especially those involving synthetic 
opioid pain-killers (Darke et a/., 2011; Fischer et a/., 2013; Hakkinen ef al., 2012; Okic et al., 
2013; Rintoul et a/., 2011). Interest in these developments has been expressed in the UK 
(National Treatment Agency, 2011). Specific substances of interest are oxycodone and 
fentanyls (Mounteney et al., 2012). At the same time, there has been interest in the evolution 
of deaths involving buprenorphine and tramadol. The Home Office concluded a public 
consultation in late October 2013 on the proposed control of tramadol as a Class C drug, the 
intention being to reduce its misuse whilst ensuring that those who need it as a prescription 
medicine will still have access to it under a process known as scheduling (Home Office, 
2013a). Oxycodone has featured in fatalities in the USA and Australia, and fentanyls (both 
those used therapeutically and those produced illicitly) in deaths in the Baltic States. The 
patterns in UK deaths involving these substances over the period 2000-12 are examined 
below against the background of the noticeable changes involving heroin/morphine and 
methadone noted above. 


Figure 8.1 shows that deaths involving buprenorphine, fentanyl and oxycodone have steadily 
increased over the last 13 years, particularly since 2007 but are still at relatively low levels. As 
noted in previous NPSAD reports, there was a steady increase in deaths involving tramadol 
following the tightening up of prescribing of the pain-killer co-proxamol. There was an 
increase in such deaths between 2008 and 2009 followed by stabilisation in 2010; however, 
there was a further increase in 2011 — deaths nearly tripling between 2005 and 2011 (from 53 
to 156). In 2012 there was drop to pre-2009 levels. During the period 2000-12, 
heroin/morphine deaths rose from 767 to peak at 1,219 in 2009 before falling by more than 
50% to 537 in 2012. By contrast methadone-related deaths more than doubled, from 202 in 
2000 to 556 in 2011 before falling to 407 in 2012. 


Figure 8.1: Trends in UK deaths involving opiate/opioid analgesics, NPSAD data, 2000- 
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Stimulant use 


As reported in last years NPSAD report (Ghodse et a/., 2013), previous years saw decreases 
in the number of deaths involving ‘traditional’ stimulants such as cocaine, amphetamines, and 
ecstasy-type substances. Reasons for these decreases, also seen in death registration 
statistics from the General Mortality Registers, may include a decline in cocaine purity and/or 
a shift to using alternative stimulants, including ‘legal highs’. However, 2012 saw rises in the 
proportion of deaths involving cocaine and ecstasy-type drugs, and this reversal of the pattern 
of recent years may in part be due to changes in purity. For example, the mean purity of 
powder cocaine seized by the police in England & Wales fell from 33% in 2007 to 24% in 
2010 but rose to 37% in 2012; the MDMA content of ‘ecstasy’ tablets fell from 52mg in 2007 
to 338mg in 2008, then rose very slightly in 2009-10 to 49mg but by 2012 had risen to 102mg 
(Davies and Murray, 2013). Last year use of powder cocaine amongst 16-59 year-olds in 
England & Wales fell from 3.0% in 2008/9 to 1.9% in 2012/13 (Home Office, 2012b). During 
the same period, last year use of amphetamines fell from 1.2% to 0.6%, and that of ecstasy- 
type drugs from 1.8% to 1.3%. It has been suggested that the fall in ecstasy and cocaine- 
related deaths in the United Kingdom in 2008-10 may be as a result of users switching to 
‘legal highs’ with the suggestion that this may have had an unintended harm reduction effect 
(Bird, 2010). 


Whilst the use of amphetamine, ecstasy-type drugs and cocaine appears to have continued to 
fall between 2009 and 2012 (Home Office, 2013b), the street purity of these substances rose 
in 2011 and 2012 (Davies and Murray, 2013). The proportion of stimulant deaths reported to 
the NPSAD that occurred in 2011 and 2012 increased compared to 2010. This is in line with 
the rises in the average street purity of the stimulants mentioned above, both in the UK, EU 
and elsewhere. UK deaths registered in 2011 involving ecstasy-type substances and 
amphetamine showed increases whereas cocaine-related fatalities fell (Davies and Murray, 
2013). The number of seizures of cocaine and amphetamines has continued to fall in recent 
years, whereas those for ecstasy rose in 2012/3; the amount of amphetamines and cocaine 
seized rose in 2012/3 (Coleman, 2013). These changes in traditional and newer stimulants 
and club drugs are evident in treatment presentations in England (National Treatment 
Agency, 2012), and inquiries to the National Poisons Information Service and Toxbase (NPIS, 
2013). 


Misuse of prescribed medications 


In the UK there has been growing concern about the misuse of prescribed medications, 
including tramadol (see above) and the hypnotic/sedative ‘Z’ drugs — zaleplon, zolpidem and 
zopiclone. For further details of cases involving ‘Z’ drugs see the Programme’s evidence to 
the ACMD (Casula et al., 2013). So far during 2013 the EMCDDA has been notified of at least 
six NPS which are or were prescribed medications. We look briefly at these (Table 8.1), 
together with pregabalin, which was first reported as an NPS in 2009. 


Atomoxetine is used in the treatment of Attention-Deficit Hyperactivity Disorder (ADHD). This 
drug was prescribed in only one case in 2011 and two in 2012, otherwise there have been no 
notifications to the Programme. It has not been recorded in post mortem toxicology or in the 
cause of death in any NPSAD cases. 


Diphenhydramine is an antihistamine used to treat allergy symptoms, motion-sickness, and 
induce sleep (e.g. Nytol). This medication has only occasionally been prescribed to 
individuals whose deaths have been notified. The number of cases in which it was found in 
post mortem toxicology and/or implicated in death increased from 2003-4 but has since varied 
from year to year with only a slight apparent upward trend. The majority of cases involving the 
drug do not appear to have been prescribed it. 


Gabapentin is a GABA (y-Amino butyric acid) analogue used to treat epilepsy and 
neuropathic pain. This medication seems to have been increasingly prescribed to individuals 
notified since 2003 but has been stable during 2009-12. Instances of it being found in post 
mortem toxicology and/or cause of death rose sharply in 2012, with most cases (two-thirds in 
2012) not prescribed it. 
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Table 8.1: Profile of deaths involving selected medications notified to NPSAD, 2000-12 
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Pregabalin is used in the treatment of several conditions including neuropathic pain, epilepsy 
and anxiety. It is structurally related to GABA. This medication first emerged in cases reported 
to the Programme in 2006 and has shown an increasing trend in respect of being prescribed, 
positive post mortem toxicology findings and being implicated in death. 


Sibutramine is an oral anorexiant used in the treatment of obesity (in conjunction with dieting 
and exercise), but following increased instances of cardiovascular events and strokes was 
withdrawn from the UK in 2010 as well as in other markets. It is a serotonin-norepinephrine 
reuptake inhibitor (SNRI) structurally related to amphetamines, although its mode of action is 
different. There are no cases on the NPSAD database. 


Venlafaxine is a SNRI antidepressant. Cases where this medication had been prescribed to 
cases notified rose from 7 in 2000 to a peak of 65 in 2004 before falling moderately, before 
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another peak of 61 in 2011. Positive post mortem findings increased over this period peaking 
in 2011, as did the number of cases where it was implicated in death. Most of such cases 
appear to have been prescribed it. 


For all of those substances for which cases have been reported to NPSAD, the majority 
involved multiple prescriptions of psychoactive drugs. Similarly, most post mortem toxicology 
findings and deaths involved multiple substances. The psychoactive properties of these 
(prescription) medications make them liable to potential misuse/abuse. However, so far as the 
information submitted to NPSAD to date will allow, none of the deaths notified to the 
Programme was the result of recreational use of these six specific medications. 


Novel Psychoactive Substances (NPS) 
The UK Advisory Council on the Misuse of Drugs (ACMD) uses the following definition: 


“psychoactive drugs which are not prohibited by the United Nations Single Convention on 
Narcotic Drugs or by the Misuse of Drugs Act 1971, and which people in the UK are seeking 
for intoxicant use’ (ACMD, 2011:10). 


This report considers substances brought under control by legislation after being examined by 
the ACMD; being considered for control/regulation; or still legal. This presentation makes no 
distinctions. However, changes in legal status may affect availability — and thus use. 


The number of NPS reported to the European Monitoring Centre for Drugs and Drug 
Addiction (EMCDDA) has increased year on year from 24 in 2009 to 73 in 2012 (EMCDDA- 
Europol, 2013). It is likely that the number reported during 2013 will be of a similar magnitude; 
more than one a week. 


There have been calls at the international level, e.g. EU (EU, 2013; G8, 2013) for increased 
sharing of information via early warning systems (EWS) such as the Reitox networks and the 
Home Office Forensic EWS (Home Office, 2013c). Such information can assist in establishing 
what is known of the characteristics and potential harms of these chemicals, and therefore 
inform prevention, intervention, and treatment options. 


As part of its surveillance function, in recent years the NPSAD Annual Report has reported on 
new substances which are appearing on the drug scene and which have either been noted in 
post mortem toxicological reports and/or implicated in deaths reported to the Programme. In 
the main, new substances appear first in the toxicological reports and then sometime later in 
the cause of death. 


Against this background, NPSAD has observed an increase in the number and range of NPS 
in the post mortem toxicology results and/or cause of death of cases notified to the 
Programme (see Figure 8.2). Chemical groups represented by these NPS include: 
aminoindanes; amphetamine-type substances; anabolic steroids; benzofurans; 
benzodiazepines; dietary supplements; indoles; ketamine derivatives; piperidines; synthetic 
cannabinoids; tryptamines (AMT, 5-MeO-DALT); natural products (ibogaine, khat (Catha 
edulis), mescaline, salvia divinorum); and, most prominently, the methcathinones. 


Methcathinones 


This class of chemical continues to dominate the UK NPS scene in terms of fatalities, being 
implicated in nearly half of such deaths in 2009-12. The Programme’s annual reports for 
2010-12 specifically mentioned mephedrone (Methylmethcathinone); MDPV 
(Methylenedioxypyrovalerone); and NRG-1 (Naphyrone). As can be seen from Table 8.2 
(which also includes cases not recorded on the NPSAD database), the number of cases 
where mephedrone and MDPV were mentioned increased significantly in 2010, falling away 
in 2011. Mephedrone involvement stabilised in 2012. Other methcathinones also emerged 
onto the scene during this period; of note is 4-MEC which was involved in a total of 12 deaths 
in 2011-12. In many instances, several such chemicals were involved in individual cases. 
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Table 8.2: Deaths involving Novel Psychoactive Substances known* to NPSAD, 2009-12 
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* There is some ambiguity around the classification of MDPV as a methcathinone due to its chemical structure 

*The additional cases (8) currently not recorded on the database relating to deaths in the period up to the end of 
2012 have been identified thorough networks with which the Programme is in contact, including the LTG (formerly 
London Toxicology Group) and other forensic providers; the SCDEA; Police forces; Drug and Alcohol Action Teams; 
and medical practitioners. 


Figure 8.2: Trends in UK ‘traditional’ and Novel Psychoactive Substances, NPSAD data, 
2005-12 
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During 2011-3, forensic toxicologists continued to report increased numbers of samples from 
seizures referred to them for analysis by law enforcement agencies positive for ‘legal highs’ 
derived from methcathinone, particularly mephedrone commonly known as “bubbles” and 
“meow-meow”. Many of these cases have now gone to inquest or through similar formal 
investigations by Procurators Fiscal in Scotland, and are being reported to NPSAD. This class 
of chemical remains present in the UK recreational drug scene, and its use is developing into 
one of a problematic nature in respect of injecting and dependence — evidenced by treatment 
presentations, etc. (National Treatment Agency, 2012). It is important, therefore, to be aware 
of this fact in terms of information and service provision, and prevention initiatives. 


Other NPS substances 


A number of new chemical classes were represented in deaths occurring in 2012 (see Table 
8.2). New molecules of particular interest are the following: indoles e.g. 5-IT 5-(2- 
Aminopropyl)indole), the synthetic cannabinoid AM2201, and the dietary supplement DNP 
(2,4-Dinitrophenol). Amongst existing categories already reported, new substances include: 
aminoindanes (5-IAI or 5-lodo-2-aminoindane); amphetamine-type substances (MPA or 
methiopropamine); benzofuran 6-APB (6-(2-aminopropyl)benzofuran or 1-benzofuran-6- 
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ylpropan-2-amine); and the natural product mescaline. The amphetamine-type substances 
PMA (para-Methoxyamphetamine) and PMMA (para-Methoxy-N-methylamphetamine); the 
benzofuran APB; the synthetic ketamine derivative methoxetamine; and AMT (a- 
Methyltryptamine) continue to cause fatalities. Of particular concern here is PMA with 17 
deaths in 2012 and further cases already reported for 2013. Furthermore, deaths involving 
the benzodiazepine phenazepam continue to be reported. This medication is not licensed for 
use in the UK but is used legally in Eastern Europe and the Russian republics (Corkery et al, 
2012). The Government has also announced its intention to control khat (Catha edulis) as a 
Class C drug (Home Office, 201 3¢e). 


Other chemical classes that appear to be emerging as substances that require monitoring in 
respect of their potential contribution to causing fatalities include synthetic cannabinoids (e.g. 
AM2201); indoles (e.g. 5-IT); and the NBOMe class (e.g. 25C-NBOMe and 25I-NBOMe). The 
latter two groups were made subject to 12-month Temporary Class Drug Orders in the UK on 
4 June 2013 (Home Office, 2013d), and the Advisory Council on the Misuse of Drugs has 
recommended that benzofurans be made Class B drugs (ACMD, 2013a) and the NBOMe 
compounds be controlled as Class A drugs (ACMD, 2013b). 


Blood-borne viruses 


In 2012, 43 cases from England were known to have been suffering from hepatitis: 35 
hepatitis C; five hepatitis B; and three from unspecified hepatitis. In five cases hepatitis C was 
regarded as a contributory factor in death; hepatitis B in one case; and unspecified hepatitis in 
three cases. Eight cases suffering from HIV/AIDS were reported in England in respect of 2012 
deaths. In only one case was this recorded as a contributory factor in the death. 


Anthrax outbreak & necrotising fasciitis 


One 2012 death due to anthrax septicaemia was notified to NPSAD. There is an ongoing 
outbreak of anthrax among people who inject drugs in a number of countries in Europe with 
14 cases now identified since early June 2012. The latest case in Scotland brings the total 
number affected in the UK to eight — five in England (Blackpool — two fatalities; Medway — one 
fatality; Oxford — one fatality; unknown — one case); two in Scotland (Lanarkshire — one 
fatality, unknown — one case); and one in Wales (Gwynedd — one case) (Health Protection 
Agency, 2012). The source is presumed to be contaminated heroin. It is unclear whether the 
British cases are linked to the European outbreak, which has affected drug users in Denmark, 
Germany and France. The Health Protection Agency continues to monitor the situation. 


In May 2013 Scottish health officials in Lanarkshire issued an alert after the deaths of two 
injecting drug users who had contracted necrotising fasciitis, there was also a possible case 
in a patient with a history of injecting drug use (BBC News Glasgow and West Scotland, 
2013; NHS Lanarkshire Press Release, 2013). 
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Conclusions 


Opiates, mainly heroin/morphine and methadone, still account for the majority of drug-related 
deaths in the UK. There is evidence both from NPSAD data and other authoritative sources that 
the role of heroin/morphine decreased in 2010 and 2011 but increased in 2012. However, 
deaths involving methadone fell back slightly during the past year. 


The increase in cases involving stimulants (such as cocaine, amphetamines, and ecstasy-type 
drugs) following a decline in 2009 and stabilisation in 2010 may well be due to the growing use 
in recent years of so-called ‘legal highs’ such as ketamine, the piperazines, GHB/GBL, and more 
recently the methcathinones such as mephedrone. Whilst these are still available their popularity 
has declined slightly, in part as a consequence of them having been brought under the control of 
the Misuse of Drugs Act 1971. However, these substances are still popular on the UK 
recreational drug scene and may be causing problems in terms of dependency. Indeed, there 
appears to have been a slight increase in deaths involving amphetamines and ecstasy-type 
substances. At the same time, other novel substances — principally other methcathinones and 
related molecules as well as those from other chemical classes — have tightened their grip on 
the recreational drug scene in Western Europe but especially the British Isles. 


As noted in previous reports, the rate at which these new substances have emerged continues 
to increase. In the past, the market for new psychoactive substances to explore evolved steadily 
over much longer periods of time. It is now difficult to gauge with any certainty what will be the 
next ‘big thing’ that will capture the attention of the experimenter or regular recreational drug 
user. The range of drug classes now on offer, both diverted pharmaceutical products such as 
phenazepam and synthetic opioids, misused prescription drugs (such as gabapentin, pregabalin 
and venlafaxine), and synthetic substances is also growing. Several new classes were present 
in the post mortem toxicology and cause of death in 2011 and 2012 cases. These trends appear 
to have continued into 2013. New classes of chemicals continue to be reported by UK and 
international early warning systems. 


It is important, however, not to overlook the fact that opiates/opioids still account for the majority 
of drug-related deaths in England and other parts of the UK. Together with hypnotics/sedatives 
(chiefly benzodiazepines such as diazepam and temazepam) the involvement of methadone in 
deaths has grown in recent years. 


As reported in the last two years, the injection of heroin contaminated with anthrax or botulism is 
a continuing and serious risk factor for adverse health consequences and death at present. As 
heroin can be stockpiled for several years before being released onto the market it is important 
that vigilance is maintained by heroin users and those who treat them for any signs of infection, 
thereby preventing premature death. 
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Chapter 9: Other issues 


This chapter looks at other Information reported about the decedents such as mental health 
issues; certain infections such as hepatitis or HIV/AIDS; and prison history. This information is 
derived only from those cases where such data has been reported, and as such the figures 
presented in this section should be regarded as the minimum. Section one looks at NPSAD 
cases in England for 2012, and for Wales, Northern Ireland and the Islands over a five year 
period from 2008-2012. Section 2 considers the same issues for England Drug Strategy cases 
for 2012, where such data is available. No such information was available for deaths in Scotland. 


Section One: NPSAD cases 
Mental health issues 


The abuse of drugs or addiction to them is a problem often linked to mental health issues. The 
terms ‘dual diagnosis’ and ‘comorbidity’ are used commonly and interchangeably to describe the 
co-occurrence in the same individual of a psychoactive substance use disorder and other 
psychiatric disorder or vice versa (World Health Organisation, 1994). 


9.1 England 2012 


Of the NPSAD cases for England in 2012 reported to the Programme, 285 were noted as having 
some form of mental health problem. The demographic breakdown is: 178 males (62.5%) and 
107 females (87.5%), with the majority (52.6%) aged between 35-54 years. Where drug use 
status was known (n = 186), the majority were confirmed drug addicts or users (102/186, 54.8%) 
(Table 9.1.1). 


Of these 285 cases reported with diagnosed mental health issues, 172 suffered from 
depression; 55 had an anxiety disorder; 21 suffered from psychosis (including schizophrenia); 16 
had a personality disorder; 14 had bipolar disorder; five had an eating disorder; whilst 72 were 
listed as suffering from other unspecified mental health issues (Tables 9.1.2 and 9.1.3). 


Among the decedents who were suffering from depression, 50 cases (29.1%) were deemed to 
have committed suicide, and amongst those listed with depression, the most commonly 
implicated drugs were anti-depressants (65/172, 37.8%). The principal substances implicated in 
the deaths for each mental health issue are summarised in Table 9.1.3. 


Of these cases the drug use status of 201 was given; 82 were known drug addicts and died from 
drug poisoning. As to manner of death the most frequent was accidental (56/82, 68.3%); 
followed by intentional (14/82, 17.1%); and poisoning of undetermined intent (12/82, 14.6%). Of 
the 95 individuals who were confirmed as non-drug users and who died of drug poisoning, 
intentional self-poisoning was the most frequent underlying cause of death (38/95, 40.0%); 
followed by accidental (33/95, 34.7%); and undetermined poisoning (24/95, 25.3%). 
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Table 9.1.1: Demography of cases with mental health issues, England 2012 


Variable Category Number (%) 


TOTAL Sara See 285 (100.0) 
178 (62.5 


Male 
ex eee 107 (37.5 


5) 
5) 
Age group 
Drug addict 
status = Ss*~=<“~*~*~sNS™S~“*‘“S*~*~*~SCS~*~C‘C*~‘“ONGBAWT#YC“C“C‘C#“SC™C*S 


Table 9.1.2: Epidemiology according to mental issues cases, England 2012 


Drug use/addiction 


Gender Age group at death history 


(n, %) (n, %) (n, %) 
Specific 
(Total) 


Ye 
eked 31 24 2 10 17 12 11 3 25 15 15 
(55) (56.4) | (43.6) | (3.6) | (18.2) | (30.9) | (21.8) | (20.0) | (5.5) (45.5) | (27.3) | (27.3) 
ia ee eee ee ea ete eee 
(14) (50.0) | (50.0) | (0.0) | (21.4) | (21.4) | (85.7) | (14.3) | (7.1) (14.3) | (50.0) | (35.7) 
) 


Depression 104 68 8 36 48 39 29 12 64 61 47.0 

(172) (60.5) | (39.5) | (4.7) | (20.9) | (27.9) | (22.7) | (16.9) | (7.0) (37.2) | (35.5) | (27.3) 

Eating 

: 1 4 1 1 3 0 0 0 2 1 2 
Other 

mental 48 24 7 9 22 20 9 5 22 25 25 

issues (66.7) | (33.3) | (9.7) | (12.5) | (30.6) | (27.8) | (12.5) | (6.9) (30.6) | (34.7) | (34.7) 
(72) 


fossa me ee fe nee eel ee ee 
(16) (43.8) | (56.3) | (0.0) | (12.5) | (50.0) | (12.5) | (25.0) | (0.0) (56.3) (18.8) | (25.0) 
(21) (81.0) | (19.0) | (9.5) | (14.3) | (28.6) | (19.0) | (28.6) | (0.0) | (47.6) | (23.8) | (28.6) 
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Table 9.1.3: Psychoactive substances implicated alone and in combination in cases 
diagnosed with specific mental health problems, England 2012 


Po Mental health problem (n, %) 


Psychoactive 
substance Anxiety Bipolar Depression Eating Personality Other mental 
implicated alone disorder Disorder disorder disorder 


Psychosis : 
n=172 n=24 health issues 
and in combination 


n=55 n=14 n=5 n=16 n=72 


Alcohol in 
combination 


Amphetamines 60) 
Anti-depressants 6: 4) 


ye) 
ee) 
ae 


Anti-epileptics 


Anti-Parkinson’s 


Anti-psychotics rs 


re 0) 
ou 0) 

Ecstasy-type drug he 0) 
8 2) 


GHB/GBL co) 


Heroin/morphine 


(0.0) 


ay) 0 at 
60) 0s) ey) 
arr, 
oy ay 
reas 
5 | ao | @ 
a 
0G. 
ee es 


14.3) 20.3) et .3) 
Hypnotics/sedatives (15.1) 


icslalanehaiag a9 sco th 125) 


Other 
opiates/opioid 
analgesics ie rae 20.0 re 


Note: column totals may sum to more than 100% since more than one substance may be implicated in a death. The case total 
sums to greater than the total number of cases since an individual may have more than one disorder. Cells highlighted in: 
1) show the drug most frequently implicated for each mental health problem. 
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9.2 Wales 2008-2012 


Among the deaths that occurred in Wales reported to the Programme for 2008-2012, 52 were 
reported as having some type of mental illness. The majority were male (38/52 = 73.1%); and 
aged between 25-44 years (39/52, 75.0%). Where the ethnicity was reported, all individuals 
were White (30/30, 100%). Where drug use status was known (n = 38), 65.8% (25/38) were 
reported to have either historically used or been addicted to drugs (Table 9.2.1). 


Among all individuals reported as diagnosed with some form of mental health issue and who 
were known drug users or addicts, accidental poisoning was the most common underlying cause 
of their deaths (17/20, 85.0%). Conversely in inviduals without past drug use history, the majority 
of their deaths were as a result of intentional self-poisoning (7/10, 70.0%). 


Among individuals reported as suffering from some form of mental health issue, 30 cases were 
listed as suffering from depression; eight from psychosis; two from anxiety disorders; two from 
bipolar disorders; one from a personality disorder; and 15 cases were reported to be diagnosed 
with unspecified mental health issues. The principal substances implicated in deaths for each 
mental health issue are summarised in Table 9.2.2. 


In those with a diagnosis of depression the most common implicated drugs were anti- 
depressants (11/30, 36.7%), and other opiates/opioid analgesics (11/30, 36.7%). Among those 
diagnosed with depression, 46.7% (14/30) were deemed to have committed suicide. Among 
those diagnosed as suffering from psychosis (schizophrenia or other unspecified psychosis) the 
principal implicated substance was alcohol in combination with other drugs (4/8, 50%). In 
individuals with unspecified mental health issues, the most frequently implicated drugs were 
heroin/morphine (6/15, 40.0%), and alcohol in combination with other drugs (6/15, 40.0%). 


Table 9.2.1: Demography of those with mental health issues, Wales 2008-2012 


Variable Category Number (%) 


TOTAL SaaS aS 52 (100.0) 
Mle 


Age group 


Drug addict 
status 


2) 


Table 9.2.2: Psychoactive substances implicated alone and in combination in percentage 
of cases diagnosed with specific mental health problems, Wales 2008-2012 


Mental health diagnosis (n, %) 
Psychoactive 
substance implicated Other 


alone and in ee Biel Depression Borsa nality Psychosis mental 


combination disomed pisereed n=30 disorder n=8 issues 
n=2 n=2 n=1 aes 


Anti-depressants 0 (0.0) (6.7) 


.0) 
Anti-psychotics 0 (0.0) (50.0) 1 (12.5) 
ie 0 (0.0) 0 (0.0) 3 (37.5) 
Hypnotics/sedatives 0 (0.0) 1 (50.0) | 3(10.0) 0 (0.0) 2 (25.0) | 2 (13.3) 
ENTE 11 2 0(0.0) | 7(23.3) | 0(0.0) | 1712.5) | 4(26.7) 


Other opiates/opioid 
analgesics 0 (0.0) 0 (0.0) 0 (0.0) | 4 (26.7) 


Note: column totals may sum to more than 100% since more than one substance may be implicated in a death. The 
case total sums to greater than the total number of cases since an individual may have more than one disorder. 


Cells highlighted in: fj indicate the drug most frequently implicated for each mental health problem. 
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9.3 Northern Ireland 2008-2012 


Among the deaths that occurred in Northern Ireland reported to the Programme between 2008 
and 2012, 188 were reported as having a mental illness. The majority of were male (60.1%); 
White (86.7%); and aged 35-54 years (52.1%). When drug use status was known (81/188), 
46.9% were known drug addicts or users (Table 9.3.2). 


Among the 188 individuals reported as suffering from some form of mental health issues, 144 
cases were diagnosed with depression; 50 with anxiety disorders; 22 with psychosis (including 
schizophrenia and other unspecified psychosis); eight with personality disorders; four with 
bipolar disorders; and 21 cases were diagnosed with other unspecified mental health issues 
(Table 9.3.1). 


The most frequently implicated drugs in the deaths of those diagnosed with depression were 
other opiates/opioid analgesics (72/144, 50.0%); anti-depressants (69/144, 47.9%); and 
hypnotics/sedatives (68/144, 47.2%). In those diagnosed as suffering from an anxiety disorder, 
the principal implicated substances were hypnotics/sedatives (27/50 cases, 54.0%); other 
opiates/opioid analgesics (26/50 cases, 52.0%; and anti-depressants (21/50 cases, 42.0%). Of 
the cases diagnosed with psychosis, the substances most commonly implicated were 
hypnotics/sedatives (16/22, 72.7%); other opiates/opioid analgesics (13/22, 59.1%); and alcohol 
in combination with other substances (13/22, 59.1%). The principal substances implicated in 
deaths for the above and other mental health issues are summarised in Table 9.3.3. 


Of the individuals reported to the Programme as diagnosed with some form of mental health 
issue, among those who were known drug users or addicts the most frequent manner of death 
was accidental (14/33, 42.4%); followed by poisoning of undetermined intent (13/83, 39.4%); 
and _ intentional self-poisoning (6/33, 18.2%). In contrast, among those who were reported as 
neither being addicted to nor using drugs, the most common manner of poisoning was 
undetermined (20/41, 48.8%); followed by accidental (12/41, 29.3%); and intentional self- 
poisoning (9/41, 22.0%). 


Table 9.3.1: Epidemiology of mental issues cases, Northern Ireland 2008-2012 


Age group at death Drug use/addiction 
(n, %) history (n, %) 


Specific 
mental issue 35-44 45-54 55-64 
(Total 
cases) 


10 
(8.0) | (12.0) | (20.0) | (68.0) 


34 


disorder 
(50) 
Bipolar 
disorder 


Anxiety | 


24 4 10 | 17. 10 5 4 
(8.0) | (20.0) | (34.0) | (20.0) | (10.0) 


(4) | 
Depression 79 65 9 30 41 35 19 | 10 26 37 81 
(144) (54.9) | (45.1) (6.3) (20.8) (28.5) (24.3) (13.2) | (6.9) (18.1) (25.7) (56.3) 
Eating 
disorder 
(5) 
Personality 
disorder (8) 


Psychosis 
(22) 


Other 


| mental 4 


(19.0) 


4 


(71.4) (9.5) | (19.0) (19.0) | (28.6) 


issues (21) 


15 6 2 4 


6 | 14 | 7 | 2 |) 12 
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Table 9.3.2: Demography of those with mental health issues, Northern Ireland 2008-2012 


Variable Category Number (%) 
OTA 188 (100.0) 
—————— 

Age group 


Drug addict 
status 6 SS”*~=<“—~*~*~SNS™~“‘*‘“‘*~*SSCS*~*~‘“C*~‘CRCSYSCSCSC*C~*s 


Table 9.3.3: Psychoactive substances implicated alone and in combination in percentage 
of cases diagnosed with specific mental health problems, Northern Ireland 2008-2012 


a Mental health problems (n, %) 


Psychoactive Ae Bipol Eati P li Oth I 
aianes nxiety ipolar | Depression ating ersonality Ber mena 


b : : ; Psychosis : 
implicated alone and disorder Disorder naaaA disorder disorder n=22 issues 


7 i ‘ n=50 n=4 n=5 n=8 n=21 
in combination 


Alcohol in 15 50 Le 
combination (30.0) . 0) (34.7) i y 
Amphetamines Pee 
ea 69 
a 9 
oan an arene | 
pores [la [a Ln [fa | ea Ts 0 — 


Anti-psychotics 


0.0) 


et 


Ecstasy-type drug 


Heroin/morphine { 2 . . 
(24.0) nie Ot) 00 (29 fe ne 


0) 6 0) 
a ee 


Hypnotics/sedatives 


a 


2) 40.0 00 
0 


Other opiates/opioid 
analgesics 0 (40.0) (59.1 ) 


Note: column totals may sum to more than 100% since more than one substance may be implicated in a death. The case total 
sums to greater than the total number of cases since an individual may have more than one disorder. Cells highlighted in: & 
indicate the drug most frequently implicated for each mental health problem. 
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9.4 The Islands (Guernsey, Jersey and the Isle of Man), 2008-2012 


Of the cases reported to the Programme for the Islands between 2008 and 2012, 19/42 (45.2%) 
were noted as having some form of mental health problem. These included bipolar disorder; 
depression; personality disorder; psychosis; and other unspecified mental health issues. 


Among all cases diagnosed with mental health issues, 31.6% (6/19) were diagnosed with 
depression; 15.8% (3/19) were known to be psychotic; 10.5% (2/19) had a diagnosis of 
borderline personality disorder; 5.3% (1/19) were suffering from bipolar disorder; and 42.1% 
(8/19) of them were known to suffer from unspecified mental health issues. Drug addict status 
was known in 15 cases with mental health disorders, 46.7% (7/15) of which were known to have 
a history of dependence or drug use. 


The majority (4/6) of those diagnosed with depression and all three who suffered from psychosis 
committed suicide (one of these also had a diagnosis of borderline personality disorder). 


Table 9.4 shows the principal psychoactive substances implicated in death. In people suffering 
from depression they were anti-depressants (5/6), followed by other opiates and opioid 
analgesics (4/6). In the deaths of those listed with psychosis the main substances implicated 
were other opiates and opioid analgesics (2/3). In cases suffering from personality disorders the 
only substances implicated were anti-depressants (1/2), and heroin/morphine (1/2). Among 
individuals with other mental issues, alcohol in combination with other drugs was the main 
substance implicated (3/8). 


Table 9.4: Psychoactive substances implicated alone and in combination in percentage of 
cases diagnosed with specific mental health problems 


Other 
mental 
issues n=8 
(n, %) 


Psychoactive substance Depression Psychosis Personality 
implicated alone n=6 n=3 disorders n=2 


and in combination (n, %) (n, %) (n, %) 


Alcohol in combination 


Anti-depressants 


Anti-psychotics 


Heroin/morphine 


Hypnotic/sedatives 


Methadone 


Other opiates/opioid 
analgesics ao 


Note: Bipolar disorder is not reported in the table because of the absence of substances implicated in the death. 
Column totals may sum to more than 100% since more than one substance may be implicated in a death. Cells 
highlighted in: LJ show the drug most frequently implicated per mental health issue. 
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Prison 


9.5 England 2012 


In 2012, 15 individuals reported to the Programme were noted as having been in prison at some 
point in their lives, 11 of whom died as a result of accidental poisoning. The majority were male 
(14/15, 93.3%); White (11/15, 73.3%); unemployed (9/15, 60%); with 73.3% (11/15) of them 
known drug users. When reported, the most common causes of detention were drug-related 
offences such as dealing. 


The principal substances implicated in death, alone or in combination, were: heroin/morphine 
(8/15, 53.3%); other opiates/opioid analgesics (6/15, 40.0%); methadone (5/15, 33.3%); and 
alcohol in combination with other drugs (5/15 cases, 33.3%) (Table 9.5). 


Table 9.5: Psychoactive substances implicated in cases with prison history, England 2012 


Drug category Number (%) of cases 

where substance implicated 
TOTAL 
Alcohol in combination 


Amphetamines 
Anti-depressants 
Anti-epileptics 
Anti-psychotics 
Cocaine 
Heroin/morphine 
Hypnotic/sedatives 
Methadone 

Other opiates/opioid 
analgesics 


Note: column totals may sum to more than 100% since more than one substance may be 
implicated in a death 


9.6 Wales 2008-2012 


Between 2008-12, 11 individuals reported to the Programme had been in prison at some point 
during their life, all of whom had died as a result of accidental poisoning. The majority were male 
(10/11); White (8/11); unemployed (10/11); and with a history of drug addiction or use (6/11). 
Where known, the most common reasons for detention were drug-related offences such as drug 
dealing. 


The substance most frequently implicated was heroin/morphine (10/11) (Table 9.6). 
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Table 9.6: Psychoactive substances implicated in cases with prison history, Wales 2008- 
2012 


Drug category Number (%) of cases 
where substance implicated 


TOTAL 
Alcohol in combination 
Amphetamines 
Anti-depressants 


Cocaine 
Heroin/morphine 
Hypnotic/sedatives 
Methadone 


Note: column totals may sum to more than 100% since more than one substance may be 
implicated in a death 


9.7 Northern Ireland 2008-2012 


Between 2008-2012, 10 of the individuals who died in Northern Ireland and were reported to the 
Programme had been in prison at some point in their life. All were male; the majority were White 
(8/10); five were unemployed; and six were known drug users or addicts. 


Half of those with prison history had heroin/morphine implicated in their deaths; with 
hypnotics/sedatives and other opiates/opioid analgesics involved in 4/10 cases (Table 4.4). 


The most frequent underlying cause of death in individuals with prison history was accidental 
poisoning (5/10). 


Table 9.7: Psychoactive substances implicated in cases with prison history, Northern 
Ireland 2008-2012 


Drug category Number (%) of cases 
where substance implicated 


TOTAL 


Heroin/morphine 5 (50.0 


Other opiates/opioid 
analgesics 


Note: column totals may sum to more than 100% since more than one substance may be 
implicated in a death 


9.8 Islands 2008-2012 


In the Islands between 2008 and 2012, details of only two individuals were provided with 
information on their prison history. Both cases were male and from Jersey. One had been 
released a matter of hours prior to his death, and other opiates/opioid analgesics were a 
contributing factor. The other individual was a suspected drug dealer known to police due to 
heavy alcohol use. The principal substance implicated in his death was heroin/morphine. 
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Hepatitis and HIV/AIDS 
9.9 England 2012 


In 2012, a total of 43 cases were identified as being infected with hepatitis: 35 cases with 
hepatitis C; five cases with hepatitis B; and three cases with unspecified chronic hepatitis. 


The majority of individuals infected with hepatitis C were male (29/35, 82.9%). Addict status was 
known in 29 cases, all but one of which had a history of dependence or drug use. The main 
underlying cause of death for this group was accidental poisoning (20/35, 57.1%), whilst for 5/35 
cases (14.3%), hepatitis C was reported as a contributing factor in their deaths. The principal 
substances implicated in death were alcohol in combination (15/35, 42.9%); methadone (13/35, 
37.1%); and heroin/morphine (11, 31.4%). Hepatitis C can be contracted through the use of 
contaminated needles, and among the individuals who were diagnosed with hepatitis C, of those 
with known drug use status (29/35), all but one were known to use drugs. Among these 28 drug 
users, 11 cases (39.3%) were known to be injecting. Table 9.9.1 summarises the drugs 
implicated in the deaths of all those reported as infected with some form of hepatitis. 


Table 9.9.1: Psychoactive substances implicated in cases with hepatitis C, hepatitis B and 
other hepatitis, England 2012 


Drug category Hepatitis C Hepatitis B Other hepatitis 
(n, %) (n, %) unspecified 
(n, %) 


TOTAL 35 (100.0) 5 (100.0) 3 (100.0) 


Alcohol in 15 (42.9) 3 (60.0) 2 (66.7) 
combination 


Amphetamines 
Anti-depressants 


Anti-psychotics 

Cocaine 

Ecstasy-type drug 

Heroin/morphine 

Hypnotics/sedatives 

Methadone 

Other opiates/opioid 0 (0.0) 
analgesics 

Note: column totals may sum to more than 100% since more than one substance may be implicated in a death 


A total of 8 individuals who died in England in 2012 were reported to NPSAD as suffering from 
HIV/AIDS. All were male, and where the addict status was known (7/8), the majority of cases 
(6/8) were reported to have a past drug addict history. Half of the known drug users used intra- 
venous (IV) drugs. The main underlying cause of death was accidental poisoning (3/8, 37.5%), 
and the principal substances implicated in death were: heroin/morphine (3/8); other 
opiates/opioid analgesics (3/8); and alcohol in combination with other drugs (3/8) (Table 9.9.2). 


Table 9.9.2: Psychoactive substances implicated in cases with HIV/AIDS, England 2012 


Drug category Number of cases where 
substance implicated (%) 
TOTAL 8 (100.0) 
Alcohol in combination 3 (37.5) 
Amphetamines 1 (12.5 
Anti-psychotics 1 (12.5 
Cocaine 2 (25.0 
Heroin/morphine 3 (37.5) 
Methadone 2 (25.0) 


Other opiates/opioid analgesics 3 (37.5) 
Note: column totals may sum to more than 100% since more than one substance may be implicated in a death 


— 
— 
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9.10 Wales 2008-2012 


Between 2008-2012, a total of 8 cases were reported as having been positive for hepatitis C, 
two of whom were known to be using IV drugs. 


The majority were male (5/8); all were White; most were unemployed (7/8); and with previous 
drug use or addiction (7/8). The main underlying cause of death for this group was accidental 
poisoning (7/8). Substances implicated in the deaths, either alone or in combination, were 
heroin/morphine (4/8); methadone (3/8); hypnotic/sedatives (3/8); alcohol in combination with 
other drugs (3/8); and anti-depressants (1/8). 


9.11 Northern Ireland 2008-2012 


Between 2008-2012 a total of three individuals were described as having contracted hepatitis C, 
two of whom were confirmed to be IV users of drugs. All were male; drug addicts; and died as a 
result of accidental poisoning. Heroin/morphine was implicated in combination with other drugs 
in all three deaths. 


There was one case, a male, reported between 2008-12 as suffering from HIV/AIDS. Death 
resulted from poisoning of undetermined intent, and it was not known if he was a user of IV 
drugs. 


9.12 The Islands 2008-2012 


Only one case from Jersey between 2008-12 was identified as being infected with hepatitis C, 
who had also contracted HIV and developed AIDS. It was not known if this female case used IV 
drugs, but death resulted from intentional self-poisoning. 


Section 2: Drug Strategy cases, England 2012 


This section discusses other issues of the English cases reported to NPSAD meeting the 
definition used by the Government for monitoring its Drug Strategy (DS), covering information 
such as mental health issues; hepatitis or HIV/AIDS infection; and previous prison history. The 
figures presented here at to be regarded as the minimum due to the nature of the reporting 
system. 


9.13 Mental Health Issues 


The abuse of drugs or the addiction to them is a problem often linked to mental health issues, 
and of the DS cases reported to the Programme, 145 were noted as having some form of mental 
health issue. Among people listed as suffering from some form of mental illness, males 
accounted for 62.1%; and the majority were aged 35-54 years (56.6%). Of the 104 cases with 
drug use status provided to the Programme, the majority (59/104, 56.7%) were known drug 
addicts or users (Table 9.13.1) 


Of the DS cases reported as diagnosed with mental health issues, 87 were suffering from 
depression; 37 had an anxiety disorder (including post-traumatic stress disorder and obsessive 
compulsive disorder); 14 were psychotic (including schizophrenia); 11 were diagnosed with a 
personality disorder; 11 had bipolar disorder; three had an eating behaviour disorder; two were 
reported as having a behavioural disorder; and 40 were diagnosed with other unspecified mental 
issues (Table 9.13.2). 


Amongst those who were diagnosed with some form of mental illness and who were also known 
drug users, the most frequent manner of poisoning was accidental (46/55, 83.6%), followed by 
undetermined (5/55, 9.1%), and intentional (4/55, 7.3%). In contrast, those inviduals who were 
confirmed as non-drug users, the proportions of their deaths attributed to the different manners 
of poisonings greatly contrasted those of the known drug users, with just 48.9% (22/45) of their 
deaths resulting from accidental poisoning, followed by intentional (14/45, 31.1%) and 
undetermined (9/45, 20.0%) (Figure 9.13.3). 
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Of those listed with depression, the most common implicated drugs were other opiates/opioid 
analgesics (38/87, 43.7%) and heroin/morphine (31/87, 35.6%). Suicide accounted for 18.4% 
(16/87) of the deaths of those diagnosed with depression. In people with a diagnosis of anxiety, 
the principal implicated substance was heroin/morphine (18/37, 48.6%). The principal 
substances implicated for the other mental health issues are summarised in Table 9.13.4. 


Table 9.13.1: Demographic details of mental issues cases, DS England 2012 


Variable Category Number (%) 


TOTAL 145 (100.0) 
Male 9062.1) 


Age group 


Drug addict 
status 


7 . 
41 (28.3) 


Table 9.13.2: Epidemiology according to mental issues cases, DS England 2012 


Gender 
(n, %) 


Age group at death Drug use/addiction 
(n, %) history (n, %) 


eal iaanae Ec ce 


ms 2) 


Specific 
menial 
issue 
(Total 
cases) 
Anxiety 
Disorder 
(37) 
Behavioural 
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Figure 9.13.3: Manner of death of cases with mental health issues and known drug use 
status, DS England 2012 

50 
40 
30 
20 
10 


” 
o 
77) 
© 
(S) 
— 
o] 
- 
o 
2 
£ 
=) 


X40-X47 accidental X60-X67 intentional Y10-Y17 undetermined 
MNO} a 8 


Underlying cause of death 


Table 9.13.4: Psychoactive substances implicated alone and in combination in 
percentage of cases diagnosed with specific mental health problems, DS England 2012 
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Note: column totals may sum to more than 100% since more than one substance may be implicated in a death. The case total sums to greater 
than the total number of cases since an individual may have more than one disorder. Cells highlighted in: [J indicate the drug most frequently 
implicated for each mental health problem. 
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9.14 Prison 


Of the Drug strategy (DS) cases reported to the Programme for 2012, 15 had previously been in 
prison. The majority were male (14/15, 93.3%); White (12/15, 80.0%); unemployed (10/15, 
66.7%); and with past drug-addict history (11/15, 73.38%). When reported, the most common 
causes of detention were drug possession and dealing. 


The substances most frequently implicated in death either alone or in combination, were: 
heroin/morphine (8/15, 53.3%); alcohol (6/15, 40.0%); and other opiates/opioid analgesics (6/15, 
40.0%) (Table 9.14). 


The primary underlying cause of death in individuals with prison history was accidental poisoning 
(12/15, 80.0%). 


Table 9.14 Psychoactive substances implicated in cases with prison history, DS England 
2012 


Drug category Number (%) of cases 
where substance implicated 


Other opiates/opioid 

analgesics 6 (40.0 

Note: column totals may sum to more than 100% since more than one substance may be 
implicated in a death 


9.15 Hepatitis and HIV/AIDS 


In 2012, a total of 38 DS cases were reported as infected with hepatitis: 30 with hepatitis C; five 
with hepatitis B; and three with unspecified chronic hepatitis. Of those infected with hepatitis C, 
the majority were male (25/30, 83.3%) and known drug users or addicts (23/30 cases, 76.7%). 


The main underlying cause of death for this group was accidental poisoning (22/30, 73.3%). The 
principal substances implicated in death were heroin/morphine (14/30, 46.7%); methadone 
(14/30, 46.7%); and alcohol alone or in combination (14/30, 46.7%) (Table 9.15.1). In 9/35 cases 
(25.7%) hepatitis C was reported as a contributory factor of death. Hepatitis C is frequently 
associated with IV drug use, and among the individuals who had hepatitis C and whose drug use 
status was known, almost all were known to be drug users (23/24, 95.8%), and nine of these 
were known to use IV drugs. The implicated drugs data for the three different forms of hepatitis 
reported are summarised in Table 9.15.1. 
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Table 9.15.1: Psychoactive substances implicated in cases with hepatitis C, hepatitis B 
and other hepatitis, DS England 2012 


Drug category Hepatitis C Hepatitis B Other hepatitis 
(n, %) (n, %) unspecified 
(n, %) 
TOTAL 3 (100.0) 
Alcohol in 14 (46.7) 4 (80.0) 
combination 


Amphetamines 
Anti-depressants 


Anti-psychotics 

Cocaine 

Ecstasy-type drug 

Heroin/morphine 

Hypnotics/sedatives 

Methadone 

Other opiates/opioid 

analgesics 

Note: column totals may sum to more than 100% since more than one substance may be implicated in a death 


A total of four DS cases for 2012 were reported as suffering from HIV/AIDS, all of whom were 
male and White, with three known to use drugs, with one of these known to use IV drugs. The 
substances implicated in their deaths are summarised in Table 9.15.2. 


Table 9.15.2: Psychoactive substances implicated in cases with HIV/AIDS, DS England 
2012 


Drug category Number of cases where 
substance implicated (%) 

TOTAL 

Alcohol in combination 

Anti-depressants 

Anti-psychotics 


Heroin/morphine 
Hypnotic/sedatives 
Methadone 

Other opiates/opioid 
analgesics 


Note: column totals may sum to more than 100% since more than one substance may be 
implicated in a death 
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Appendix 1: The National Programme on Substance Abuse 
Deaths (NPSAD) 


Aims and objectives 


The Programme’s principal aim is to reduce and prevent drug-related deaths in the UK due to 
the misuse of drugs, both licit and illicit, by collecting, analysing, and disseminating information 
on the extent and nature of death. 


The Programme’s objectives are to: 


e Collect and collate drug-related mortality data 

e Develop and maintain a computerised surveillance system 

e Identify substances implicated in drug-related deaths — including new drugs and new 
combinations 

e Monitor and examine patterns and trends, e.g. geographic, demographic, substances 
implicated in death, method of death 

e Actas an early warning system for new trends in mortality and drug misuse 

e Use data as an indicator to estimate the prevalence of substance-related problems and 
assess the hazards associated with substance abuse 

e Collaborate with relevant agencies in research on substance-related mortality locally, 
nationally and internationally 

e Inform and facilitate discussion on the prevention of drug-related deaths, whether accidental 
or intentional 

e Provide data for local and national drug abuse policy formulation and programme planning 

e Disseminate information on drug-related mortality to the scientific community, clinicians, 
policy makers and other interested parties 


Surveillance data management 


Data collated for this programme is stored on the NPSAD Coroners’ database which was 
established in 1997. Its purpose is to provide information for the Programme’s surveillance 
system of monitoring drug-related deaths reported by Coroners, procurators fiscal and other 
agencies. 


Data collection 


All Coroners in the UK (see Appendix 3) are issued with copies of the standard data collection 
form (see Appendix 4). They are invited to complete the forms on all deaths that meet the criteria 
described in this report (see Appendix 2) and return them to the NPSAD team at St. George’s, 
University of London for coding and entry onto the database. 


Data submission is mostly directly on paper by Coroners or their staff. Forms are submitted 
when inquests are complete. Manual extraction of data by team members is undertaken at some 
Coroners’ courts. 


A monitoring process is undertaken to ascertain the quality of the information received from 
Coroners, as well as the extent to which all relevant cases are being identified and submitted. 
This assists in further improving the quality of the various outputs that the Programme seeks to 
provide. 
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Data entry and coding 


To enable comparison with various national and international datasets all causes of death have 
been coded according to the International Classification of Diseases (ICD-10). This is an 
international standard for the classification of diseases and health-related problems published by 
the World Health Organisation (1992). The online version (ICD-10 2010) has been employed for 
coding all substances implicated in death separately according to its therapeutic drug category, 
i.e. hypnotics/sedatives, anti-depressants, opiates, etc. 


The ‘intentionality’ of deaths based on the Coroner’s verdict and/or or other additional 
information employing ICD-10 codes is inadequate for informing interested parties as to whether 
certain categories of drug-related deaths can be prevented. 


Whilst the ‘cause’ of death (as given in the preceding section) is concerned with the disease or 
injury responsible for the lethal sequence of events, the ‘manner’ of death explains how the 
cause of death arose, i.e. a natural or violent death. The categories for ‘manner of death’ have 
been adopted from the UK practice (Explore Forensics http:/(www.exploreforensics.co.uk/the- 
four-manners-of-death.html) with the additional categories for those where intentionality is 
unclear or manner of death is impossible to determine: natural, accidental, suicidal, homicidal, 
undetermined, and unclassified/not specified. Verdicts of ‘dependence on drugs’ or ‘non- 
dependent abuse of drugs’ are regarded as ‘accidental’. The ‘manner of death’ is derived from 
information such as the verdict or ‘finding’, history of drug misuse or dependence, post mortem 
drugs, and other information; and is based on the interpretation of the death by NPSAD and 
clinical presentation/profile of the individual case. 


Statistical analysis 


Due to the nature of the information collected by the programme, i.e. drug-related deaths as 
reported by the Coroners, this is an observational study. Hence, statistical methods employed 
are based on proportions. The data were analysed using IBM ® SPSS™ Statistics for Windows 
version 19. 


Data Storage 


The anonymised data-set for Coroners is held on a SPSS database for analysis. All data held, 
whether electronic or paper, is stored securely and treated as confidential. Access is restricted 
to Programme staff; only aggregated and anonymised data are released to third parties. 


Quality Assurance of Data 


The Programme has given consideration as to how it can ensure the quality, accuracy and 
comprehensiveness of the data collected in order to improve both the quality of information 
collected and to establish if all relevant cases are being identified and notified. Following a pilot 
phase in 2008-9, a programme of visits to a sample of geographically representative Coroners’ 
areas in England and Wales was undertaken in 2009-10. 


Such surveys help to establish the extent to which cases are being correctly identified. This 
makes it possible to extrapolate from the deaths notified by participating areas to the expected 
number of cases if all Coroners were reporting all cases, thereby providing a much more precise 
estimate of drug-related deaths (DRDs) for policy and intervention planning. 


This activity also provides insights into the quality and accuracy of the information submitted to 
the Programme, and has provided a firm basis for a process of audit in the future, thereby 
ensuring the consistent validation of the Programme’s surveillance work. This work also 
facilitates the drawing up of detailed guidance for Coroners and their staff in identifying and 
reporting relevant cases to NPSAD. 


The methodology used for this study was to select and examine completed inquests for deaths, 
available in Coroners’ offices, occurring in 2008. A statistically representative sample of 150 
DRDs reported to the Programme was drawn for the quality assurance aspect based on cases 
reported by Coroners in England and Wales. 
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To ascertain the accuracy of case identification and reporting, a 10% sample of records was 
drawn randomly from files for all completed inquests (for whatever reason) for each selected 
Coroner's area. A total of 375 such completed inquests on all types of death in 2008 were 
examined. 


Geographical representativeness was based on selecting one Coroner’s area in each of the ten 
Strategic Health Authority (SHA) areas in England and two in Wales. For England there was a 
two-stage sampling process. In the first stage, three Coroners’ areas from each SHA area was 
selected on the basis of the highest number of inquests completed. The second stage consisted 
of randomly selecting one of these three areas for investigation. 


The key findings from this survey show that the information received by the Programme from 
Coroners is consistent with the Coronial inquest file papers. This exercise did not identify any 
‘false positives’ i.e. any over-reporting. 


In 2008 five cases, where one or more controlled drugs or psychoactive substances were 
mentioned, were not reported to NPSAD. An extrapolation of these five cases projects an 
increase of 50 in the number of reported cases from Coroners in England and Wales in 2008. 
The degree of under reporting in both the 2007 and 2008 cases is comparable (3.9% and 3.3% 
respectively). This underlines the consistency in reporting. 
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Appendix 2: Definitions of drug-related death 


NPSAD definition 


An NPSAD case is defined as a relevant death where any of the following criteria are met at a 
completed inquest, fatal accident inquiry or similar investigation: 

e Oneor more psychoactive substances* directly** implicated in death; 

e —_ History of dependence or abuse of psychoactive drugs; 

e Presence of Controlled Drugs*** at post mortem; or 

e Cases of deaths directly due to drugs but with no inquest. 


Alcohol is included only when implicated in combination with other qualifying drugs, as are 
solvents. 


* ‘Psychoactive’ substances are those having a direct effect on perception, mood, cognition, 
behaviour or motor function. Typically these include opiates and opioid analgesics, hypnotics, 
sedatives, anti-depressants, anti-epileptics, anti-psychotics, hallucinogens, and stimulants (such 
as amphetamines and cocaine) and “legal highs’. 


** “Directly implicated’ means that drugs were considered by the Coroner or other person 
investigating the death to have been instrumental in the coming about of the deceased’s death 
(e.g. through poisoning or intoxication), or causing their powers of reasoning and/or perception 
to be so affected as to induce them to take risks which they would not have done had they been 
sober (e.g. thinking they could fly). 


*** ‘Controlled Drugs’ are those drugs specifically classified by the Misuse of Drugs Act 1971 as 
amended by subsequent legislation. Controlled drugs include opioids, cocaine, amphetamines, 
cannabis, GHB, hallucinogens and most benzodiazepines. 


Who is a drug abuser/dependent? 


A drug abuser/dependent case is defined as one with a history of substance abuse where one or 

more of the following criteria are met: 

e Reported as a known illicit drug user by the Coroner, based on evidence obtained at 
inquest; 

e Prescribed substitute medication for drug dependence; 

e Presence of an illicit drug at post mortem, where not prescribed; or 

e Presence of any additional information on the Coroner's report suggestive of a history of 
drug abuse, and where such a history fulfils ICD-10 criteria: (F11-F16 and F19, using the 4- 
code subdivisions of .0 (acute intoxication), .1 (harmful use), and .2 (dependence 
syndrome). 


“Drug misuse” definition 


Cause of death categories included in the headline indicator of ‘drug misuse’ deaths used to 
monitor progress against the Government’s drug strategy are defined in terms of ICD-10 codes 
and Controlled Drug Status. The relevant codes from ICD-10 are given in brackets. 


The definition comprises two types of deaths: 


a) deaths where the underlying cause of death has been coded to the following categories of 
mental and behavioural disorders due to psychoactive substance use (excluding alcohol, 
tobacco and volatile solvents): 

(i) opioids (F11); 

(ii) cannabinoids (F12); 

(iii) sedatives or hypnotics (F13); 

(iv) cocaine (F14); 
( 
( 


v) other stimulants, including caffeine (F15); 


vi) hallucinogens (F16); and 
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(vii) multiple drug use and use of other psychoactive substances (F19) 


b) deaths coded to the following categories and where a drug controlled under the Misuse of 
Drugs Act 1971 was mentioned on the death record: 
(i) Accidental poisoning by drugs, medicaments and biological substances (X40—X44); 


(ii) Intentional self-poisoning by drugs, medicaments and biological substances (X60—X64); 

(iii) Poisoning by drugs, medicaments and biological substances, undetermined intent (Y10—14); 
(iv) Assault by drugs, medicaments and biological substances (X85); and 
( 


v) Mental and behavioural disorders due to use of volatile solvents (F18) 


Notes: 


1. 


Deaths coded to opiate abuse which resulted from the injection of contaminated heroin 
have been included in the indicator. This differs from the approach taken in Scotland, 
where these deaths have been excluded. This is because the General Register Office 
for Scotland (GROS) is able to identify deaths which occurred as a result of the use of 
contaminated heroin, whereas in England and Wales, these deaths cannot be readily 
identified. In practice, in England and Wales, they will only be included where the drug 
was mentioned on the death record and the death was coded to one of the ICD codes 
on the ONS database of drug-related poisonings and not to an infection code. 


Specific rules were adopted for dealing with compound analgesics which contain 
relatively small quantities of drugs listed under the Misuse of Drugs Act, the major ones 
being dextropropoxyphene, dihydrocodeine and codeine. Where these drugs are 
mentioned on a death record, they have been excluded if they are part of a compound 
analgesic (Such as co-proxamol, co-dydramol or co-codamol) or cold remedy. 
Dextropropoxyphene has been excluded on all occasions, whether or not paracetamol 
or acompound analgesic was mentioned. This is because dextropropoxyphene is rarely, 
if ever, available other than as part of a paracetamol compound. However, codeine or 
dihydrocodeine mentioned alone were included in the indicator. This is because they 
are routinely available and known to be abused in this form. This approach is taken by 
both the Office for National Statistics and the General Register Office for Scotland. 


Drugs controlled under the Misuse of Drugs Act 1971 include class A, B and C drugs. 


Definition used by SCDEA 


Deaths 


reported to the SCDEA by Scottish police forces are those which meet the definition 


used by the Association of Chief Police Officers (Scotland) - “where there is prima facie 
evidence of a fatal overdose of controlled drugs. Such evidence would be recent drug misuse, 
for example controlled drugs and/or a hypodermic syringe found in close proximity to the body 
and/or the person is known to the police as a drug misuser although not necessarily a notified 


addict.” 


Thus, most suicides in Scotland will be excluded. 
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Appendix 3: Coroners’ jurisdictions in England and Wales, 2012 


© Crown Copyright. All rights reserved, Ministry of Justice 100037819 2012 
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Key to jurisdictions 


North East 

101 - Darlington and South Durham 
102 — North Durham 

103 — Hartlepool 

104 — North Northumberland 

105 — South Northumberland 

106 — Teesside 

107 — Gateshead and South Tyneside 
108 — Newcastle upon Tyne 

109 — North Tyneside 

110 — Sunderland 


North West 

201 — Cheshire 

203 — South and East Cumbria 

204 — North and West Cumbria 

205 — Manchester (city) 

206 — Manchester North Coroners 
207 — Manchester South 

208 — Manchester West 

209 — Blackburn, Hyndburn and Ribble Valley 
210 — Blackpool and Fylde 

211 — East Lancashire 

212 — Preston and West Lancashire 
213 — Sefton, Knowsley and St Helens 
214 — Liverpool 

215 — Wirral 


Yorkshire and the Humber 

301 — East Riding and Hull 

302 — North Lincolnshire and Grimsby 
303 — York City 

304 — North Yorkshire - East 

305 — North Yorkshire - West 

306 — South Yorkshire - East 

307 — South Yorkshire - West 

308 — West Yorkshire - East 

309 — West Yorkshire - West 


East Midlands 

401 — Derby and South Derbyshire 

402 — North Derbyshire 

403 — Leicester and South Leicestershire 
404 — North Leicestershire and Rutland 
406 — Central Lincolnshire 

408 — South Lincolnshire 

409 — Northamptonshire 

410 — Nottinghamshire 


West Midlands 

501 — Herefordshire 

502 — North Shropshire 

503 — South Shropshire 

504 — Staffordshire South 

505 — Stoke-on-Trent and North Staffordshire 
506 — Telford and Wrekin 

507 — Warwickshire 

508 — Birmingham and Solihull 
509 — Black Country 

510 — Coventry 
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512 — Worcestershire 


East of England 

601 — Bedfordshire and Luton 

602 — North and East Cambridgeshire 
603 — South and West Cambridgeshire 
604 — Essex and Thurrock 

605 — Hertfordshire 

607 — Norfolk 

609 — Peterborough 

610 — Southend on Sea 

611 — Suffolk 


London 

701 — City of London [not visible] 
702 — East London 

703 — Inner London North 

704 — Inner London South 

705 — Inner London West 

706 — North London 

707 — South London 

708 — West London 


South East 

801 — Berkshire 

802 — Brighton and Hove 
803 — Buckinghamshire 

804 — East Sussex 

805 — Central Hampshire 
806 — North East Hampshire 


807 — Portsmouth and South East Hampshire 


808 — Southampton and New Forest 
809 — Isle of Wight 

810 — Central and South East Kent 
811 — Mid Kent and Medway 

812 — North East Kent 

813 — North West Kent 

814 — Milton Keynes 

815 — Oxfordshire 

816 — Surrey 

817 — West Sussex 


South West 

901 — Avon 

902 — Cornwall 

903 — Exeter and Greater Devon 

904 — Plymouth and South West Devon 
905 — Torbay and South Devon 

906 — Bournemouth and Eastern Dorset 
907 — Western Dorset 

908 — Gloucestershire 

909 — Isles of Scilly 

910 — Eastern Somerset 

911 — Western Somerset 

912 — Wiltshire and Swindon 
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Wales 


1001 — Bridgend and Glamorgan Valleys 
1002 — Cardiff and Vale of Glamorgan 
1003 — Carmarthenshire 

1004 — Central North Wales 

1005 — Ceredigion 

1006 — Gwent 

1007 — Neath and Port Talbot 

1008 — North East Wales 

1009 — North West Wales 

1010 — Pembrokeshire 

1011 — Powys 

1012 — City and County of Swansea 


(Map and list reprinted with permission, under the Open Government Licence (OGL), from the Coroners 
Statistics 2012 England and Wales. Ministry of Justice Statistics Bulletin) 
http://www. nationalarchives.gov.uk/doc/open-government-licence/version/2/ 


Northern Ireland 


Comprising the whole of Northern Ireland 


Scotland Police Force areas 


Argyll & Clyde 

Central Scotland Police 

Dumfries & Galloway Constabulary 
Fife Constabulary 

Grampian Police 

Lothian & Borders Police 

Northern Constabulary 

Strathclyde Police 

Tayside Police 


The Islands Jurisdictions 


Guernsey, Jersey and the Isle of Man 
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Appendix 4: NPSAD data collection form 
The National Programme on Substance Abuse Deaths (NPSAD) 


NOTIFICATION OF DRUG-RELATED DEATHS 


Section | Demographic information 
Deceased forename(s): Gender: Male Female 
Family name: Other names known by: 
Date of birth: / / Place of birth: 


Usual address: 


Postcode: 
Ethnicity (tick one only) 
White Pakistani Black African Other, specify 
Chinese Bangladeshi Black Caribbean Not known 
Indian Black other, specify 

Occupational status (tick one only) 
Employed (manual) Unemployed Retired 
Employed (non-manual) Childcare/houseperson Student/pupil 
Self employed Invalidity/sickness Other, specify 
Not known 

Living arrangements (tick one only) 
Alone Self and children No fixed abode 
With partner With parent(s) Other, specify 
With partner & children With friend(s) Not known 

Section Il Details of death 

Date of death: / / 

Place of death: (tick one only) 
Home Residential premises (.e. hotel) In custody 
Place of work Street or highway Place of recreation/sport 
Treatment centre Educational establishment Hospital 
Other place, specify 


Cause(s) of death (as given on the death certificate) 
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The National Programme on Substance Abuse Deaths (NPSAD) 


Toxicology 
Please list drugs and alcohol present at post mortem (in order of importance, if known) 
Drug/alcohol Level Drug/alcohol Level 
B TU B T U 
1 4 
2 5 
3 6 


B = Blood; T = Tissues; U = Urine 


Section Ill Coroner’s verdict 


SectionIV Background information 


Recent history of drug use and other relevant information: e.g. evidence of injecting drug 
use; evidence of ‘crack’ use; recently released from prison or discharged from treatment 
programme; psychiatric history; known to alcohol/drug services; length of use; poly-substance 
user; known health problems associated with substance misuse; last 24 hours of life (if 
known), time police summoned, any drugs paraphernalia, etc.: 


Was the deceased on prescribed psychoactive medication? (| Yes 1 No (1 Not known 
If yes, please list drugs: 

1 2 
3 4 
5 6 


Was the deceased a drug addict or known drug abuser? () Yes () No Not known 


Section V__Coroner’s details 


Coroner’s name: Date inquest completed: / / 
Jurisdiction: Office: 
Signature: Date: / i: 


Please send completed form to: 


National Programme on Substance Abuse Deaths (NPSAD) 
International Centre for Drug Policy 

St George’s, University of London 

FREEPOST LON 10141, 

London SW17 OBR 


For general enquiries: Tel 020 8725 5522 
Email icdp@sgul.ac.uk 


This form is available electronically 
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